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Staff Members of Catholic Hospitals Will Organize Guild 
to Encourage Hospital Attitude Among Medical Men 


Action Taken at Doctors’ Conference of the Catholic Hospital Association 


TAFF doctors of hospitals belonging to the Cath- 
olic Hospital Association of the United States and 
Canada held a small but profitable conference at 

Spring Bank, Wisconsin, July 22nd and 23rd, as part 
of the ninth annual convention of the Association. 

At that time it was decided to organize as an 
affiliated and cooperating group, a guild of doctors com- 
posed of staff members of hospitals in the Association. 
It is proposed to create standing committees of leading 
men in prominent localities, and to form committees on 
various activities of the medical profession. 

Among those who will undertake the work of or- 
ganization are Dr. L. D. Moorhead, Mercy Hospital, 
Chicago; Dr. M. J. Scott, St. James Hospital, Butte, 
Montana; Dr. J. E. Scallon, St. Joseph’s Hospital, 
Hancock, Michigan; Dr. G. A. Hendon, St. Anthony’s 
Hospital, Louisville, Kentucky; Dr. William C. Kunk- 
ler, St. Anthony’s Hospital, Terre Haute, Indiana; Dr. 
Joseph Dean, St. Mary’s Hospital, Madison, Wisconsin ; 
and Dr. Alphon L. Cornet and Dr. Ira C. Harman, St. 
James Hospital, Chicago Heights, Illinois. 


Doctors Need Hospital Attitude 

The purpose of the doctors’ conference and the gen- 
eral undercurrent of its thought are expressed in the 
remarks of the president, Rev. C. B. Moulinier, 8S. J., 
the opening day: 

“T am convinced without the shadow of a doubt that 
what is needed today for the hospitals throughout the 
whole country is a hospital attitude and a hospital pur- 
pose in the medical man. 

“Where the president of the staff and a fair number 
of the staff doctors have the hospital attitude, almost 
without exception the hospital is a growing, advancing 
institution. I know that to be true in the case of the 
Sisters’ hospitals. No matter what grasp of the hos- 
pital idea and the care of patients the Sisters or lay 
people of the hospital may have, if the medical man 
is wanting in a hospital attitude of mind the hospital 
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suffers and the institution will not be what it is supposed 
to be, because it takes the staff to make the hospital. 
If the medical man does not feel the deep, essential 
elements of the hospital and does not realize his duties 
toward it, the hospital is going to be anything but 
perfect. 

“As I estimate it, it is only a question of time 
before the whole hospital world will be convinced of 
this fact. Then by combined action the medical men 
who have the hospital mind and attitude will eventually 
be the only ones on the staffs. In other words, the time 
is passing when the hospital means a mere accommo- 
dation to the medical man. I believe within a very few 
years it will have gone into history.” 


Discuss Economic Problems 

The paper, “Some Economic Problems of Hospitals 
for the Consideration of Doctors,” presented the first 
morning of conference by Major Edward A. Fitzpatrick 
of the Seanlan-Morris Company, Madison, Wisconsin, 
resulted in an animated discussion. 
of the medical profession, Dr. Edward Evans, chief of 
staff of St. Francis Hospital, La Crosse, Wisconsin, 
said : 

“T think it is deplorable, after what has been done 
for the medical and hospital world by the Catholic Hos- 
pital Association, through the efforts of Father 
Moulinier, that so few should respond to a meeting of 
this kind. I feel more or less pessimistic about reaching 
these men. The problem has been on my mind for more 
than thirty years and it seems to be as much unsolved 
as it was twenty-five years ago. 

“IT wish we could get the medical men to realize 
the profound necessity for at least the greater among 
them to become imbued with the fact that they must 
have a social attitude and a social mind if they are 
going to keep medicine free from state domination and 
what would be worse, national domination. The danger 
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I see in state medicine is the absence of personal and 
individual stimulation. In parts of Europe the medical 
profession is more concerned about methods of dealing 
with the insurance companies than with the advance- 
ment of scientific medicine. The same will be true in 
this country. If we don’t také hold of these problems 
the people will, and will tell us what to do. 


“One thing in hospital management that is a great 
detriment is a secretive condition. The executives do 
not want their affairs known to any one outside, or 
even to their own staff. They make plans to build a 
hospital, withont counsel, and when it is completed 
they find they have made grave mistakes. I believe 
that every hospital should consult its staff before taking 
an advanced step, and I believe that every Catholic 
hospital should have a committee of business men of its 
locality who will act as consultants or advisors. 

“T feel very strongly about these points, and very 
keenly also on the problems of hospital accounting and 
hospital economics. The hospitals do not know what 
they are spending; they do not know what their per 
capita cost is. I have often tried to point out these 
facts in HosprraL Proeress editorials. It is true that 
they are standardized in their records but anybody can 
put up a good record. Inspection should go behind 
those records to the men making them. Our hospitals 
would be further improved if the commercial aspects of 
the medical profession were laid aside. 

“I am glad the Major brought up the question of 
endowment. Endowment will come when we get the 
social viewpoint and show the community the tremen- 
dous value of those institutions which are endowed. 
The community owes it to itself to see that hospitals 
are so maintained and so endowed that they will be 
able to take care of those who are crippled or incapaci- 
tated to the extent of being a responsibility to the com- 
munity. People like these could be made self-support- 
ing through endowed beds, and at the same time the 
hospital would be better financially.” 


The Public and Hospitals 

The idea of public interest in hospital work was 
enlarged upon by the president of Marquette University, 
Milwaukee, the Rev. Albert C. Fox, S. J., who said: 
“These problems that have been brought out by Major 
Fitzpatrick and Doctor Evans are being thought of and 
wondered at and worried about in every city in the 
country where people are thinking. |] am not a medical 
man, but I have often wondered why the hospital world 
has not exercised a greater influence on the community. 


“The upbuilding of a correct public opinion would 
seem to be the outstanding problem at the present time, 
in the solution of which I believe the medical profession 
might receive assistance from men of other professions. 
These difficulties would probably appeal to the business 


man, to the manufacturer, and to others who have the 
wherewithal to help the profession. Apathy on the part 





of the public is to my mind one of the serious obstacles 
that confront us. 

“Tf I may voice a critical sentence or two, I wonder 
whether the medical profession, like the clergy, is not too 
bashful in bringing these matters before the public. 
Hospital publicity in the daily press is very inadequate. 
What the public knows about the subject is poorly in- 
significant. I really believe that if a combined effort 
were made by the medical: profession and intelligent, 
public-spirited men in various cities to bring about a 
proper public opinion, something could be done. If 
there is to be a public response to a hospital appeal 
there must be a previously built-up public opinion of 
the right kind. Otherwise all these problems are going 
to remain just what they are and where they are, due 
to a lack of information on the part of the public.” 

Dr. G. A. Hendon of St. Anthony’s Hospital, Louis- 
ville, Kentucky, attributed an unsatisfactory staff atti- 
tude to an over-zealousness on the part of the hospital 
in getting all men in without requiring them to do more 
than sign the rules and regulations. 

“Hospitals should demand that their staff members 
attend some medical center at least six weeks out of 
each year to see and learn new developments and new 


scientific methods,” 


he said. “I believe they should 
accept only the conscientious. 

“Now for the public attitude. The public does not 
look upon the hospital as a philanthropic institution and, 
therefore, one to be helped. It sees the hospital as a 
commercial enterprise and as a means of making money, 
just like any other business establishment. People in 
general cannot conceive that others would spend mone) 
in the erection and equipment of a hospital without the 
idea of making money. You cannot blame them. But 
they are gradually coming to see it, and we should not 
be impatient.” 

Father Moulinier summed up the discussion with 
the following remarks: “After laboring seven years 
under so-called standardization, the medical profession 
has today increased in its hospital attitude I believe by 
fifty per cent at least. I should say that seven or eight 
years ago when we started the general national move- 
ment for standardization, which meant the standardiza- 
tion of the medical men, there were not five per cent 
who could really be called hospital men. Today I think 
there are ten, fifteen, twenty per cent of them who ar 
beginning to realize just what the doctor has said, that 
without the hospital background, without the hospital 
as a part of their equipment, as a part of their field 
work, they would be helpless. 

“The proportion of men who are appreciating this 
is very gratifying. I know that it is coming along b 
the force of the so-called standardization movement, 
and no matter what defects you may observe in th 
actual working out under standardization the hospitals 
have improved, and the medical profession has improved 


by fifty per cent or more. Although this may not be 














true of a certain locality, it is true of the profession 
at large.” 

A paper by Dr. Francis D. Murphy of Milwaukee 
on “Dietetics Past and Present,” presented on the same 
morning’s program, was followed by a discussion which 
emphasized a need for increased knowledge and practice 
in dietotherapy as a distinct form of hospital activity. 

Miss Ada B. Lothe, dietitian for the Milwaukee 
County Hospital, appealed for a closer cooperation be- 
tween physician and dietitian for the ultimate benefit 
of the patient. 

Uniformity of Technique 

The afternoon of the first day Dr. James C. Sargent 
of Milwaukee led an informal round table discussion 
on “The Importance of Correct and Reasonably Uni- 
form Technique in Training School Instruction and 
Throughout the Entire Hospital.” Doctor Sargent said 
in opening the discussion : 

“T take it that this discussion relates not to the 
value of training school instruction in the classroom, 
nor to the importance of training in correct technique 
in floor and operating room work, but more important 
than either, to the maintenance of a real cooperation 
between these two necessary means of teaching. If 
there is such a thing as the greatest flaw in student 
nurse training as now administered in the average hos- 
pital, there seems little doubt that it lies in this very 
incoordination between classroom and floor work. 

“In exemplification of this discrepancy between 
theoretical and practical teaching may I ask you to 
consider the number of nurses graduated from recog- 
nized training schools, who have repeatedly been lulled 
to sleep by the monotonous drone of some lecturer deal- 
ing with the intricate theory of the chemistry and 
microscopy of urine, and yet who have never seen a 
cloud of albumin or the brick-red precipitate of the 
copper in Fehling’s solution? How many nurses have 
spent much of the three or more years of their training 
in the cleaning of beds, bedpans, and urinals, and yet 
have never received one word of didactic instruction 
on the theory of the death-dealing potentialities of 
excreta in certain diseases ? 

“These are but two of the myriad of instances in 
which our present method of nurse training loses its 
force either because theory has not been supported by 
practise, or because practical work has been done blindly 
and without the light of guiding instruction. That is 
the condition of which I speak—the lack of coordination 
between the didactic and the clinical instruction that 
our student nurses commonly receive. 

“The remedy, I confess, is not so clear. I com- 
mend this strongly to your free discussion in the hope 
that something may be done to bring these two branches 
of teaching closer together. I suggest the following as 
specific thoughts to be talked over: 

“A. What, if any, should be the responsibility of 
the hospital staff to the training school ? 
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“B. Would a committee of the staff on nurse train- 
ing be an answer to this difficulty? 

“C. Should Sister and non-Sister nurses who are 
in charge of the practical training of student nurses 
attend and conform to the teaching of didactic courses ? 

“PD. Might it not be possible for the Catholic Hos- 
pital Association to interest itself in the standardization 
of a student-nurse curriculum? 

“E. And finally, without wishing to throw a 
bombshell into your camp, I commend to you the con- 
sideration of the feasibility and practicality of the 
training of two separate and distinct types of nurses. 
The wealthy of the country are still able to keep up 
with the advancing cost of our modern nursing service, 
backed as it is by several years of diligent study and 
training. Considerable of the poor and some of the 
middle classes are still privileged to acquire this expert 
nursing service through hospitalization. What of the 
growing mass of people, however, beyond whose reach 
expert nursing service has been carried by the very ex- 
pense of its education? Is this situation without its 
alternative ?” 

Conformity Between Theory and Practice 

Father Moulinier presented the opinion of the Sis- 
ters expressed in the previous weeks’ conferences, to the 
effect that an effort should be made toward a reasonable 
uniformity of technique. Many believed there would be 
fewer obstacles if the doctors in their instructions to 
the nurses and in their practical demonstrations would 
conform to the teachings of the training school. 

“The Sisters’ great charge against the doctors,” 
Father Moulinier said, “is that they are careless about 
technique. They do not insist upon it. In the operating 
room nearly every surgeon has his own technique in 
things that are not essential. The nurses could readily 
be informed after the medical men have agreed among 
themselves what constitutes a correct and reasonably 
uniform technique. In other words, though it was ad- 
mitted at the conferences that the training school does 
not always have uniformity, the Sisters believed it could 
be brought about if the doctors were agreed on the sub- 
ject. The medical profession would then help every one 
working with them to understand it, and the doctors 
themselves would conform to it. 

“Some say, ‘Do not let us have uniformity. Train 
each nurse or group of. nurses for each man in his tech- 
nique.’ Others object to this. The question before us 
is, how much is there still to be done to make correct 
the technique of the hospital, and how uniform should 
each hospital be in its technique, including under tech- 
nique everything that pertains to the care of the sick?” 

Doctor Hendon of Louisville spoke informally on 
the practical phase of operating room technique: 

“A nurse in charge of an operating room,” he said, 
“must adjust herself to the little whims of the different 
doctors, or she will not make a good nurse. But it isn’t 
necessary for her to pay attention to each individual 
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mannerism or give it a moment’s consideration. If the 
essential, vital duties have been performed she has done 
her part. My idea would be to teach the nurses the 
fundamental, essential principles of nursing to prevent 
them from making mistakes. They must possess that 
native intuition which is woman’s sixth sense. 

“T believe that in the training of a nurse too much 
stress is laid on non-essentials, to the neglect of things 
that concern the comfort of the patient. If this con- 
tinues it will come to such a stage that each nurse will 
have to have a chambermaid.” 

It was generally agreed among the doctors in at- 
tendance that a reasonable uniformity in fundamental 
procedures is a good thing and should be developed 
without destroying the individuality of the staff mem- 
bers. An exchange of views and perfect cooperation 
between the heads of staffs and hospital superiors were 
considered necessary, and cooperation on the part of 
well-trained floor nurses to permit of a great deal of 
At the 
basis of all this are a definite policy clearly understood, 


instruction at the bedside, where it is needed. 


and capable, intelligent supervisors and instructors. 
For Scientific Progress 

The closing discussion of the afternoon was led by 
Doctor Henderson on the subject, “What Staffs Can Do 
to Promote the Scientific Advancement of Their Hos- 
pitals in Staff Conferences, in Promoting the Proper Use 
of All Laboratory and Diagnostic Departments, and in 
Advancing the Quality of Nursing Care.” 

A resident pathologist wherever possible, was rec- 
ommended. Better records through their investigation 
and correction at staff conferences, the elimination of 
negative facts, the checking of diagnoses and findings, 
a follow-up system, and the instruction of interns in 
record writing, were emphasized as necessary to scientific 
advancement ; likewise a careful investigation of all in- 
particularly urged as 


fections. Post-mortems were 


essential to a complete scientific record of the case. 
“With regard to any man’s feelings when you are 
trying to raise the standard of science in and out of 
your hospital,” said Father Moulinier, “your one main 
purpose is to make your hospitals better and better, 
and for that reason I believe anything that is true 
should be expressed. You owe that to your hospital, 
to your profession, and to the public. Mistakes can be 
checked up without injury to any one’s feelings and it 
may eliminate a similar error in the future. If you 
have not an increasing number of autopsies in propor- 
tion to the deaths in your hospital, something is wrong 
either with the staff or with the managing personnel. 
“As for laboratory work. Some hospitals are 
charging a flat rate which covers all laboratory care. 
Others charge separately for each individual service. I 
have been trying to promote the thought of a flat rate 
but it is taking root very slowly. I believe it is scien- 
tifically correct. The charges made in hospitals today 
are based on the necessities for the patient—the build- 
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ing, the light, the meals, the ordinary nursing care; 
let us say it is five dollars a day. Here modern medicine 
discovers certain other means of excellent help to the 
patient, which may be treated as extras or luxuries. 

“Tf the staff accepts the scientific fact that labora- 
tory care is not an extra but a necessity, and the hos- 
pital spreads its laboratory fee over all the beds, adding 
a larger increase to the rooms with most additional ad- 
vantages, a correct basis of charge will be established.” 

One hospital which reported more than fifty per 
cent of post-mortems finds that the interns are most 
interested in the work when they are permitted to do 
the post-mortems under direction of a staff member. 

Ethical, Religious, Professional Tone 

The morning of the second day was given over to a 
round table discussion led by Rev. E. F. Garesché, 8. J., 
of St. Louis, on “What Members of the Staff Can Do to 
Promote the Ethical, Religious, and Professional 'Tone 
of the Entire Hospital Personnel.” 

“Hospital staff members are more concerned with 
the ethical and religious tone of the hospital than may 
at first appear,” Father Garesché told the conference. 
“Unless the ethical and religious and professional tone 
of the hospital is what it should be the hospital will not 
be a place of complete service to the members of the 
staff. 

“Oftentimes a staff does not realize its responsi- 
bilities along these lines although the Sisters would be 
As far 
as the ethical tone of the hospital is concerned, that is, 


more than glad to have their complete support. 


of course, essential and perhaps it is the phase in which 
the doctors are most interested. 

“I believe there are a good many doctors who do 
not appreciate how much the religious tone of the hos- 
It is the 
inspiration for their work, their technique, and their 


pital has to do with the hospital’s efficiency. 


economic as well as professional service. 

“The staff should take an intense interest in the 
religious life of the hospital. Every doctor ought to 
realize the efficiency that will come from a high tone of 
religious life; this is the most effective element in the 
hospital. The religious training of the nurses in the 
Catholic school is pretty well taken care of by the good 
Sisters. The staff can take an active interest in pro- 
moting this religious training on the part of every one 
in the personnel, far more than it has. 

“We have begun two activities in this line which 
We have organized this summer 
Individual 
membership in this guild includes membership in the 
Catholic Hospital Association and a subscription to 
HospitaL Procress. There is to be an annual meeting, 
and the organization of local guilds which will cover 
their respective localities in the activities peculiar to the 
guild, will assist the national body in every way. We 
believe this will also promote very practically the pro 
The guild of doctors which 


promise good things. 
the International Catholic Guild of Nurses. 


fessional tone of hospitals. 

















we have in mind would be a similar organization and 
would serve a like purpose. 

“It seems to me we need a greater spirit of pro- 
fessional eminence. We have a clear field for work of 
an outstanding character, and every opportunity to fight 
any spirit of professional jealousy. I hope the day may 
not be far off when outside workers will have to come 
to our hospitals to find out what is the highest degree 
of professional eminence.” 

Rev. C. A. Shyne, 8.J., explained a system of 
medical discussions held every three months in St. Louis 
and participated in by a group of fifteen, twenty, or 
twenty-five doctors, one of whom is appointed to read a 
paper on a subject requiring, a knowledge of the natural 
law. After presenting his paper the doctor sets forth 
the ethical principles which were applied to the opera- 
tion or illness in question. The others either agree or 
disagree until the principles of the natural law are 
clearly brought out and understood. These papers are 
of a scientific nature and, for example, might treat of 
such subjects as ectopic gestation. 

It was emphasized that whether or not the Sisters 
themselves have an ethical attitude of mind, if the doc- 
tors have not, as expressed in their conduct in the op- 
erating room, their attitude toward the Sisters and 
nurses and patients, and in numerous other ways, the 
hospital still represents an unethical institution. Pro- 
fessional conduct was rated in importance with correct 
technique, and ungentlemanly or unethical procedure 
in any phase of hospital affiliation regarded as intol- 
erable. 

Rev. P. J. Mahan, 8. J., regent of Loyola School 
of Medicine, Chicago, said in this discussion : 

“As I see it, the underlying principle of this effort 
is to imbue the doctors with a sense of responsibility 
to something outside of themselves. The present 
tendency of people in general is to recognize no law out- 
side of themselves; their actions are pretty much de- 
termined by expediency and sentiment. 

“Tf we can formally plant in the minds of medical 
men a realization that there is such a thing as an under- 
lying law, and that this underlying law is sacred and 
for the good of all, I think we will get what we are 
after—the best and highest kind of service. If we can 
create that spirit in the hospital staff, that respect for 
the underlying laws formulated and expressed in ethics, 
we shall have the basis for clarifying procedures in those 
cases which present difficulties. So it comes down fun- 
damentally to an appreciation of the fact that man is 
not a law unto himself. I believe that is the real point 
in regard to the ethical tone of the hospital. 

“Tt is apparent that the world realizes more and 
more that the common good demands religion. When 
men like Babson point out in formal statements that 
religion has a place in business, we can appreciate that 
it is a thing of deep concern to us. I believe it would 
be well for the medical profession as a whole to recog- 
nize that religion is going to be a very helpful force 
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in obtaining the things they really want, which are the 
absolute essentials for a doctor in obtaining the best 
results. If we can introduce the religious tone into 
the life of the staff we shall find that the doctors will 
not have to ask what is done at the staff meetings, what 
is the purpose of them, and soon. They will realize that 
their patients are vitally concerned. They will have a 
new regard for the moral law, and justice to their 
patients will make them eager to satisfy themselves as 
to why patients are staying twenty-five days when fifteen 
days would have been sufficient. They will want to 
know why there was only temporary relief when a per- 
manent recovery could have been effected. They will 
want to get to the bottom of many other situations. 

“Do our hospitals know from the after-results, the 
exact value and thoroughness of their treatment? If 
we have this ethical turn of mind and the respect for 
the rights of others which grows out of it, we will not 
be satisfied until we know these things. We will be- 
come more interested in follow-up systems, for instance. 

“I believe that doctors as a group are honest and 
want to do the right thing. I believe they would not 
he satisfied in conscience if things generally were not 
so. But it is a good thing to consider and to improve 
upon.” 

“In traveling with the College of Surgeons,” Father 
Moulinier said, “I find love of the truth no matter where 
it comes from. As a consequence I have been driving 
hard at conceit and vanity. I have talked it all over 
the country. 

“Doctors often ask, ‘How can we acquire those 
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qualities you are recommending? ‘There is only one 
answer to that. You must either recognize or accept 
some religious belief, no matter what it be. You must 
realize that you are only one small item in the work 
of the medical profession and on your staff, and that 
truth and professional contact should be welcome from 
any man, even though he is your strongest competitor 
in the profession. 

“Get down and pray for a little humility. In other 
words, the present movement for staff action in the 
hospital—cooperative staff ‘action—means a _ greater 
medical man than we have been accustomed to. It will 
lead to a bigness of character that will make possible a 
bigger spirit of cooperation.” 

Rev. Albert C. Fox, S.J., also took part in the 
discussion. 

“You cannot have tone without strength,” he said. 
“When you doctors give a tonic you give it to strengthen 
the patient. I maintain that there should be a strong 
chief of staff, a regular he-man who has the respect of 
the rest of the staff and who can say things to them 
when they need it, in the most effective way. He can’t 
be a nonentity, letting the rest of the staff do as it 
pleases. 

“Looking at things from an entirely practical 
angle, I believe a great deal can be achieved first of all 
by the hospital’s assurance that it has all ethical, pro- 
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fessional men on its staff, and by making admission 
difficult. Take on only those men who have proven 
themselves fit. 

“You may think this is rather an ideal staff I have 
pictured, but it is not. If there is not a strict require- 
ment on the part of the regular staff, and if anybody 
on that staff dares to do anything that would lower its 
standards, the tone of the hospital will not be what it 
should. 

“Everybody will appreciate the attitude of a staff 
like that and its fame will go forth in very short order. 
The influence of such a hospital will reach back as far as 
the medical school, and the students, learning of it, will 
want to go to an institution whose reputation is widely 
known as unquestionable. 

“We need men who will say and actually practice 
in their daily lives the things they think and know to 
be right; men who are sure of themselves. They are 
the kind of men who go into homes and operate if it is 
necessary, without fear. So in the hospital, if the staff 
members, and more particularly the chief of staff, say 
what they think in and out of staff meetings, if they are 
courageous men, the tone of their hospital will go up 
like a thermometer on a hot day, and it will stay up.” 

It was suggested by Dr. L. D. Moorhead of Mercy 
Hospital, Chicago, that many medical men, especially 
in hospitals, have the false impression that hospital 
ethics is based on a series of concrete facts of a religious 
rather than moral nature, and that while they under- 
stand that certain things may or may not be done in 
the operating room, for instance, they do not know the 
fundamental reasons. He proposed that the Association 
take some steps toward enabling medical men to obtain 
correct knowledge on the subject. 

“The medical profession particularly can contribute 
to the professional tone of the hospital by seeing that 
the hospital adopts a definite policy with regard to pro- 
fessional standards, and by insisting on its observance,” 
Doctor Moorhead said. “Every man has his pet peeve 
and I suppose ours is the lowering of professional tone 
in the hospital through the use of contracts with insur- 
ance companies. Every time some man who lacks pro- 
fessional tone secures a contract with an insurance com- 
pany and as a consequence brings his patient to the hos- 
pital, the professional standard of the hospital is 
lowered. 

“Some hospitals consider it essential that their beds 
be occupied all the time, and this is one way to do it. 
I have seen some instances of more or less permanent 
contracts in which the hospital has been practically 
helpless. But as a matter of fact, the hospital itself 
is not powerless in preventing it. Two supreme court 
decisions recently handed down are to the effect that 
the hospital is a semi-private institution and can admit 
or exclude any men it wishes.” 

The discussion indicated that if the chief of staff 
is to look after the ethical and unethical conduct of 
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staff members, violations of the ethical code must be 
reported to him, and this presupposes between chief of 
staff and the Sister superior, a spirit of absolute confi- 
dence and cooperation. 

Doctor Hendon of Louisville, Kentucky, empha- 
sized the practical angle: 

“While we are speaking of our attitude toward men 
who do not have this high moral tone,” he said, “we 
must remember that hospitals cannot live on tone alone: 
they have to have money. They cannot live on star dust ; 
they must have some gold dust. These men of lower 
professional ideals often do an immense amount of busi- 
ness, especially the contract men. They get people who 
not only pay them but pay the hospital as well. Al- 
though many of them are rather rough and do not have 
very much regard for the more refined sensibilities, still 
they bring business to the hospital and the hospital get 
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the money. 

“If there is a deficit in the hospital exchequer the 
hospital staff doesn’t have to make it up. ‘The Sisters 
have to consider that side of the question. Moreover, 
those patients have to be taken care of somewhere. I 
think perhaps the best thing we can do when we come 
in contact with men of that type is to improve them if 
we can by example rather than by precept.” 

One doctor related the experience of his hospital 
in eliminating unethical members of a closed staff. The 
Sister management, with the cooperation of about seven 
men, asked for the resignation of all staff members and 
reappointed a new staff. An index of all medical men 
within a radius of forty miles was made and checked 
over. Some were deprived of all hospital privileges, 
some were asked to turn their cases over to men on the 
staff, and others were permitted to treat their patients 
in the hospital under the supervision of staff members. 
The hospital has benefited considerably through the 
change. 

An effort on the part of industrial men to raise 
the standards of their practice through associations and 
steps toward better service, was acknowledged in the 
discussion. 

The closing afternoon the Rev. Albert C. Fox, S. J., 
talked to the doctors on the higher education of nurses, 
incorporating in his remarks an explanation of the work 
which Marquette is undertaking along these lines this 
fall, in an effort to make the nursing profession as aca- 
demically trained as any other. 

The idea of training nurses as masseurs was sug- 
gested, and it was also proposed that there be an attempt 
to secure endowed scholarships for those who have talent 
but no financial opportunity to pursue their studies. 

Dr. M. J. Scott of St. James Hospital, Butte, Mon- 
tana, informally explained the progress in cancer re- 
search and led a round table discussion which brought 
out many interesting details of the work. 
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Some Economic Problems of Hospitals for the Consideration 
of Doctors’ 





Major Edward A. Fitzpatrick, Madison, Wis. 


HE economic aspects of hospital administration 

may not be paramount but they are fundamental. 

They are the conditions of continuing service of 
hospitals. 

This is an undeveloped field, and my purpose will 
be to bring before you certain hospital problems on the 
basis of existing data in which you are undoubtedly 
interested and which you may be helpful in solving. I 
am presenting these problems in such a way as to pro- 
voke discussion. The test of the paper will be not your 
agreement or disagreement with its statements, but your 
active and constructive discussion of the problems pres- 
ented. In plunging in, I feel very much tike Browning’s 
Paracelsus, though not at all certain that as a beggar 
diver I shall rise a prince with his pearl—in this case 
the pearl of frank constructive discussion. 

The Ownership and Operation of Hospitals 
The ownership, operation, and regulation of hos- 


pitals is a primary problem of the economics of hos- 
pitals, but because of a lack of data only tentative con- 
clusions may be stated. One must be very careful, too, 
with reference to the data that is available and with 
reference to the type of institutions that are included 
under the name hospital. 
Government Hospitals 

The American Medical Association statistics indi- 
cate in a general way the sphere of governmental and 
private (non-governmental) effort in the ownership and 
operation of hospitals. 
Private 
Number of hospitals......... 1,736 5,094 
171,948 
374,754 


These figures would seem to indicate the prepon- 


Governmental 


900 “-” 
283, 4% ‘ t 


178,379 


PMMNNOT OF DOGR. 65 ks ccciccsss 
Average number of beds in use. 


derant influence of government in the hospital field for 
the ordinary care of the sick, but more detailed analysis 
shows this is not the fact. The figures for each type 


of governmental agency are: 


PEE RORNEERES oon ccc cccoveves 220 53,669 
Béate hoepetals ....ccccccscccsess 601 302,208 
og ee 165 16,785 
CR PINNED oc cccccscesesesvess 115 64,599 
City and county hospitals.......... 35 1,701 





1,736 171,962 
The federal hospitals are army, navy, or marine 
hospitals, hospitals for the disabled veterans, or homes 
for the aged. In other words, the federal government 
has not gone into the general field of hospital service 
but confines itself strictly to care of the sick among its 
military and naval forces. 
The state hospitals confine themselves largely to 
Read before the Doctors’ Conferences of the Catholic Hospital 
Association, Spring Bank, Wis., July 22-23, 1924. That part of the 
paper which pertains to “Some Special Economic Problems,” as 


presented before the Sisters’ Conferences, appears in HOSPITAL 
PROGRESS for August and is omitted from the current issue. 
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special fields, the care of the tubercular, the insane and 
feeble-minded, and nervous diseases generally, and the 
custodial care of certain dependent and defective groups, 
the aged, the blind, the sick. This is by far the largest 
governmental group of hospitals. It constitutes 302,208 
beds of the total 471,962, or approximately 65 per cent, 
but it is not a factor in the ordinary care of the civilian 
population in sickness and disease, except in the mental 
and tubercular cases. These diseases are tending more 
and more to be regarded as the special concern of gov- 
ernmental hospitals, though by no means is this exclu- 
sively the fact or even likely to be. 

The county hospitals cover somewhat the same field 
as the state, though ordinarily they are very much 
smaller institutions. They are, I surmise, largely hos- 
pital departments of institutions such as almshouses, 
orphanages, insane asylums, homes for aged, incurables, 
blind, or deaf, or prisons or reformatories, 

The city or the city and county hospital is the only 
type that is to any appreciable degree a factor in the 
care of sick among the general population. The type 
of hospital that cities especially control beside the gel- 
era! hospitals is the isolation. There are one hundred 
and eleven listed in the American Medical Association 
statistics. Non-Governmental Hospitals 
The non-governmental hospitals as listed by the 


American Medical Association are as follows: 


DEE: ditencnekwekbapiekameted 893 77,941 
PEE Siudbaswncnsendeetsades 97 5,043 
RE ee eee ae 146 5,730 
Individual and partnership........ 1,762 $5,719 
Independent Ns ae 2,196 149,541 

5.094 283,774 


It is not possible to make a detailed analysis of thes 
figures, or more important, the data upon which the 
are based. But some significant points may be mad 
with reference to the motive dominating the founding 
and operation of a hospital. 

Commercial, Social, and Religious Motives 


nN 
The purely commercial or economic motive plays 


} 


a small part in the establishment and ownership of hos- 
pitals. This is represented by the 1,762 hospitals owned 
by private individuals or partnerships. These have on 
the average about thirty beds. They furnish some hos 
pital service where none other is available, and serve as 
a precursol of better hospital facilities. 

“These private institutions are frequently the onl) 
hospitals in the community and are sometimes the onl) 
institutions that survive. There are 348 counties in the 
United States in which there would be no hospitals ex- 
cepting for those which are the private property of 
physicians and nurses.” 

The social motive in the organization and operation 


of hospitals finds expression primarily through the goy- 
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In a narrower field this motive is 


ernmental agency. 
evident in the splendid hospitals of the industries of the 


country, such as the Missouri-Pacific, the Tennessee 
Coal and Iron Company, the Ford Hospital and, on a 
smaller scale, the Staley Company of Decatur, Illinois. 
The development of the social motive within groups 1s 
shown in the 97 hospitals of fraternal organizations, 
which are intended primarily for members. 

“Of late, however,” says the A. M. A. report, “fra- 
ternities have established hospitals which draw patients 
from outside as well as from the membership of their 
orders.” . 

But a more significant development of the social 
motive is the organization by groups of private indi- 
viduals, of hospitals for general community services. 
This is the largest group of non-governmental hospitals, 
This 


group represents various movements for reform, social 


numbering 2,196 with a bed capacity of 149,391. 


service, and rescue work, such as the Salvation Army, 
the W. C. T. U 
Mission. 


The religious motive finds expression in the 893 


, and.the National Florence Crittenden 


hospitals founded by various religions denominations. 
They have a capacity of 77,941 beds. Most of these are 


Here the motive of service to 


t} 


the Sisters’ hospitals. 
other human beings is sanctified by the love of God. 
Without attempting to argue or point out in detail 
the significance of these statistics, it may be said sum- 
marily that there are two motives primarily operative 
in the hospital field, the private or merely economic 
motive has 


motive, and the social motive. The social 


possession of the field overwhelmingly, and apparently 
the purely economic motive is totally inadequate under 
present conditions to handle the community needs for 
care of the sick on any general scale. 

The 


mental and the non-governmental. If 


the 


social motive has two aspects—the govern- 
we consider the 
actual community problems in the care of the sick, and 
exclude the custodial care and the care of men in the 
military services, then the non-governmental agencies 
operating under the influence of social motive are in 
possession of the field. Is this a desirable situation ? 
Should there be a continually widening scope for the 


The 


economic problem is of the utmost importance to the 


government in this field of community service? 


future. It is a matter of fundamental social philosophy. 
With the mounting costs of public services, and the 
constantly expanding range of ‘government, is it de- 
sirable or necessary for the government to assume this 
investment of five billion dollars in hospitals, with its 
one billion dollar annual expenditure; this particularly 
in view of the present efficacy of the social motive, and 
more especially of the social motive inspired by religion ? 
Unless the social motive soon proves, through govern- 
ment cooperation, its adequacy to provide rural regions 
with essential services, the government must sooner or 
later step in. But as a general principle, where private 
effort by cooperation can satisfactorily render com- 
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munity services, particularly of a highly skilled and 
technical character, every effort, official and non-official, 
should encourage this form of self-help and social e- 
operation. 

The Problem of State Medicine 

Perhaps this situation has some pertinence in the 
discussion of the problem of state medicine, about which 
physicians are so deeply concerned. This problem may 
prove in the last analysis to be fundamentally an eco- 
nomic one—and it may come via the hospital rather 
than in any other way. 

It is frequently remarked that two classes of peo- 
ple are receiving adequate hospital service—the very 
rich and the very poor. The overwhelming numbers in 
between find hospital service an economic burden ex- 
tending over several years—in many cases an impossible 
To be sure they can pay for it in two years’ time 
If that is 


one, 
but 


fairly general sense then the problem becomes even more 


its social effects are serious. true in a 
serious as we note two important facts: 

1. That hospitalization is practically indispensable 
to the practice of modern medicine, and 

2. Private nursing is becoming prohibitive in 
price. 
necessity in the 


Hospitalization is, therefore, a 


remedial care of the sick. If the present policy of drift 
in these social matters continues, and hospitalization 
carries with it impossible economic burdens to the 
average man, particularly the head of a family, then 
organized society may step in to own and operate the 
hospitals. If this should become an active policy the 
step to publicly emploved surgeons and medical care 
would not be difficult. 

At any rate it is conceivably a result, and there may 
be here an “economic determinism” that may determine 
in our lack of public interest, in the absence of any well 
defined public opinion to the contrary, and in our failure 
to formulate public policies on the basis of sound phi- 
losophy or actual social experience. This will only be 
another illustration of a democracy’s doing things by 
the cataclysmic method. 

Endowment 

Financing hospitals has many aspects, but there is 
one problem that it will perhaps be well to place before 
you at this time, that is the problem of the endowment 
of hospitals, particularly if we are to attempt to bring 
the costs of hospitalization within the purse of the 
average man. 

To a surprising degree hospitals are without any 
substantial endowment. Their current expenditures are 
The Catholic hos- 
und 
service of the Catholic Sisterhoods, and this, of course, 
nt. 


we 


largely secured from current funds. 
pital has the priceless endowment of the devotion 


takes the place of a tremendous financial endowm 
Just as universities like Oxford and Cambridge « 
their large endowments to that seed-time of modern 
development, the Middle Ages, so many European )hios- 
pitals are fortunately provided for, but we seem, in 
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hospitalization at least, to have frozen our generosity 
In educational institutions we appear to 
the 


it its source. 
the 
schools are called endowed colleges, accepting to the 
More than a quarter 


maintain traditions, and non-governmental 
full their public responsibilities. 
if the income of the private college comes from its 
endowed funds, and it is a practical ideal of adminis- 
trators “to bring their endowment to the point where 
it will yield at least half the money needed for annual 
expenses.” 

Why not definitely undertake to secure endowment 


When 


we do we can learn much from the endowed college. 


for hospitals to a greater degree than at present ? 


We can learn that the only safe principle is “once en- 
lowment, always endowment,” that the principal is 
nviolate, and only the income is available for operation. 
We can learn some negative things, too, from the endow- 
ment colleges : 

1. We must not borrow from the principal of the 
endowment, even when we charge ourselves interest. 


2. We must not hypothecate endowment securities. 


3. We must not use the financial endowment for 
the building of libraries, hospital buildings, laboratories, 
1 nurses’ homes. 

Endowment must be maintained as endowment, 
must be carefully invested so that the principal is abso- 


lutely safe and ain income certain. The amount of the 


PROGRESS 383 


income is secondary to the certainty of it, and the main- 
tenance of the principal intact. 
A thought comes to me. Beginnings of real endow- 


ment funds could be made if surgeons, for example, 


would give one per cent of their income from hospital 
cases as a free-will contribution to the hospital endow- 


ment. The beneficent influence of such a practice would 


be more far-reaching than one imagines and would mean 
ho hardship to the surgeon. 


Conclusion 
I have attempted to place before you some of the 


economic problems of hospitals in which as physicians 
and surgeons you are specially concerned, or which you 


might be specially helpful in solving. Because the hos- 


pital is becoming every day u more important factor 
in medical practice, the welfare of the hospital from 


the economic and administrative as well as from the 


medical and surgical point of view, must become increas- 


ingly a matter of very real interest on the part of 


physician and surgeon. The hospital cannot longer be 


regarded as a mere convenience or accommodation for 


the surgeon if he is to measure up to his full respon- 
sibility. The staff is becoming to a larger degree an 
important advisory factor in all aspects of the hospital 
problem. In this larger responsibility and opportunity, 


the physician and surgeon must, among other things 
hesides his strictly technical problems, give serious con- 


sideration to the economic problems of the hospital. 


Dietetics Past and Present 


Francis D. Murphy, M.D., Milwaukee, Wis. 


OLDING as it does a prominent position in rela- 
H tion to the operations of life, food not only bears 

on the sustentation of health but may be turned 
advantageously in treatment of disease. It is interesting 
as well as instructive to look into the past through its 
literature and view the theories on the food problem 
of those days. 

Almost as far back as the records of civilization go, 
there is mention of the virtue of foods in their relation 
to health. It is well known that Hippocrates and his 
ontemporaries believed that foods contained a special 
the food 


There was 


nutrient substance which was extracted as 
passed through the gastro-intestinal canal. 
considerable speculation concerning the attributes of this 
substance but their ideas on the subject were hazy and 
indefinite. 

In those pre-scientific days many efforts were made 
to influence the course of diseases by the alteration of 
liet. It was recommended by Hippocrates about 500 

('., in the treatment of epilepsy, that the patient 
ibstain from wines and rich and spicy foods. Celsus 
n about the year 30 A. D., for diabetes advised that one 
at lightly of constipating foods, and drink the wine sour 
and unmixed, lukewarm in spring, warm in summer, 


und cold in winter. 
‘Read before the Doctors’ Conference of the Catholic Hospital 
Association, Spring Bank, Wis., July 22-23, 1924 


This teaching of moderation in eating and drink- 
ing is practically the first attempt to use food thera- 
peutically in a systematic manner. One could iterate 
and reiterate many different methods of dieting prac- 
ticed by famous authorities of their day, to show that 
for generations the potentialities of food as therapeutic 
measures were not ignored. But the clinicians of that 
day had no definite knowledge of food itself; they were 
using an agent which was a mystery to them, and in 
spite of that the principles laid down by them for treat- 
ing certain diseases are used today. For the most part 
the palate was the indicator of the quality and quantity 
of food to be taken. 


judgment proved to be quite satisfactory in most cases. 


The palate tempered with good 


Scientific Nutrition Era 
A turn for the better came in the year 1780 when 
road to the scientific nutrition era was 


the present 


opened up by Lavoisier. It was he who first pointed 
out the importance of oxygen in metabolism; he de- 
clared that oxidation went on in the body with elimina- 
tion of heat. 

In 1830 Proutt conceived the idea that all organi- 
zed bodies were composed of three staminal princi- 
ples: saccharina, oleosa, and albumosa. This was the 
first step taken to overthrow the old idea of the single 


nutrition principle. Proutt grouped the food according 
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to his three staminal ingredients but he described no 
difference in the nutrition function of those ingredients. 

It was left for Magendie, the great physiologist, to 
demonstrate the differences in nutritive value of these 
staminal substances. To Magendie (1830) is due the 
credit of first distinguishing between nitrogenous and 
non-nitrogenous foods. He was practically the first one 
to employ animals scientifically in experimenting with 


the nutrition and growth problem. Growing animals 


were placed on a non-nitrogenous diet and it was noted 


that they became undernourished; members of the 
group were then put on a diet having a high nitrogenous 
content and their growth and nutrition returned to 
normal. 

Mulder, in the year 1840, coined the word “pro- 
tein” to designate a primary substance which gave rise 
to many different bodies or substances. He recognized 
that this substance existed in many forms and that it 
was capable of many transformations; furthermore, he 
knew that protein existed in vegetables and that animals 
transformed the protein of vegetables into their own 


flesh. 

Liebig in 1850 appreciated in a high degree the 
importance of protein foods in nutrition. Undoubtedly 
he overestimated the value of protein in diet, but this 
fact that he was a 


be overlooked in view of the 


His ideas were taken up and extended 


may 
pioneer worker. 
by his pupil Voit, who was in turn followed by a pupil, 
Rubner, who earried the Liebig idea to the present dav. 
These three famous men made up what is called the 
Munich The their 
teaching was that muscle protein was more efficacious 


School of Nutrition. essence of 
as an energizing food than vegetables. They believed that 
brawn came from eating meat, and held that vegetable 
foods were necessary to form heat but were of little value 
in making muscle for the body. These ideas gave rise 
to debates which are still going on. It is certain, accord- 
ing to Mendel, that the value of protein lies in its com- 
ponent amino acid, salts, and vitamin contents. A 
protein may lack a few essential amino acids but may 
compensate for this deficit by its richness of vitamin 
supply. 

It is found on reviewing the literature on this sub- 
ject that the prominent clinicians of the past, especially 
those of the latter half of the nineteenth century, gave 
This 
statement is substantiated by the fact that Yeo, Pavy, 
Fothergill, Playfair, Weir-Mitchell, and other promi- 


a good deal of thought to the subject of food. 


nent men wrote monographs on the subject. It is ap- 
parent that these men did not have dietitians to help 
that the food 


It seems, however, that they had the assistance 


them but they themselves supervised 
dosages. 
of culinary experts. The important point to be noted 
here is that the doctor of those days knew food values 
and was enthusiastic in the study of food application 
to patients. 

During the twentieth century the medical profes- 


sion, with its schools, hospitals, and associated workers, 
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branches of 


all 


The progress in surgery has been consider- 


has made remarkable improvement in 
medicine. 
able and the advances in the knowledge of the cardio- 
circulatory diseases have been outstanding, but headway 
in the study of normal and abnormal metabolism, from 
the standpoint of medicine in general, evidently exceeds 
the others. One of the results of these metabolic studies 
has been a greater appreciation of the value of food as 
a therapeutic agent. The outcome of the labors of men 
like Allen, Joslin, Woodvatt, Sippy, O’Hare, McCollum, 
and others who have successfully treated diseases with 
proper diet, has enhanced the interest in dietotherapy 
to such an extent that careful dieting is looked on now 
as a prime factor in treating most diseases in the domain 
of internal medicine. 
Advent of Trained Dietitians 

The importance of food in therapeutics naturally 

diets, and 


The 


created a need for experts in caring for 


trained dietitians arose to meet the emergency. 
dietitians proved themselves superlatively capable in 
caring for special diets such as the diabetic and 


nephritic: in fact, they were so capable that hospital 
superintendents and administrators found that it was 
more economical and efficient to have the dietitians 
handle not only special but all diets, even those in the 
nurses’ and staff dining rooms. The result is that many 
doctors have thrown the complete responsibility of diet- 
ing their patients on the shoulders of the dietitians. 
One deplorable fact stands out prominently among 
all these advances and that is that the physician himselt 
has lagged behind in dietetic knowledge. To prove this 
it is only necessary to step into almost any hospital and 
ask the dietitian how many doctors prescribe diets for 
The answer will invariably be that very 


Many 


times doctors tell the dietitians in hospitals to put 


their patients. 
few actually know what the patient gets to eat. 


patient on a protein free diet, or to give a certain food 
until the hemoglobin rises, or issue some other vagu« 
order which means that the dietitian has to use her ow 
judgment. Regardless of how good a dietitian may be. 
she necessarily lacks that broad clinical training which 
is so essential in prescribing any therapeutic agent, diet 
not excepted, 
Explaining the Doctor’s Apathy 

The question is often asked why doctors are se 
passive in their attitude toward dietotherapy. There ar 
many good reasons for this but I will mention only a 
few. 

1. The various other fields in medicine, especiall 
surgery, physiotherapy, heliotherapy, and serotherapy, 
have been rich in fine clinical results; therefore physi 
cians flecked to that kind of work, 

2. The leaders in experimental work with foo 
have published conflicting statements in the medical 
Some of those assertions were the result o 
This 


state of affairs made many clinicians critical and hesi- 


journals. 
hasty conclusions and had to be retracted later on. 


tant in changing their views. 














> 


3. Dietotherapy was receiving scant attention in 
medical schools and hospitals at the time when most of 
the present-day physicians were students and interns. 

!. Many physicians have considered dietotherapy 
a sort of fad which would be adopted by only a few 
enthusiasts, 

Many of the important points which were held in 
lispute are now practically cleared up. It is certain 
also that dietotherapy has passed the fad stage and that 
it will assume more importance in medicine as time 
woes on, 

There 


becoming more and more interested in this form of 


is evidence to show that most doctors are 


treatment. In some hospitals, however, not enough at- 
tention is given to diets by the attending physicians and 
the question arises, how can enthusiasm be stimulated 
n this direction ? 

The hospitals will have to assume the responsibility 
of fostering interest in a proper knowledge of foods until 
the medical schools incorporate a course of dietotherapy 
n their curricula. They can start by having interns 
take an 
special dietetic prescriptions for patients. 


and nurses active part in carrying out the 


In some hos- 
time 


»itals nurses are given dietetic training at meal 


when they are on general floor duty. This training is 
inadequate; a nurse should have a certain number of 
weeks set aside for her diet-kitchen training so that she 
The 


is keen, can teach diets to staff 


may be able to follow the work very accurately. 


ospital dietitian, if she 


men and interns in an informal way, and receive in 
return much valuable information from the clinical sic 
which will be of inestimable assistance to her. 


Dietitian—Patient—Physician 
In view of the fact that the subject of special thera- 
peutic diets in the hospital will be taken up in a sub- 
sequent discussion, it seems unwise to go into the details 


f the diabetic, nephritic, and other diets now. If there 


s one subject in connection with special diets which 
leserves considerable attention from the hospitals, it is 


When a 


aitient leaves a hospital after a few weeks’ stay, he 


the matter of teaching the patient the diet. 


should be thoroughly familiar with food values, diet 
onstruction, and preparation. Comparatively few hos- 
pitals make any serious attempt to teach patients these 
things. The consequence is that the patient is dissatis- 


tied, the physician is shown in a bad light, and the hos- 


is remarkable how 


ital’s reputation s jeopardized. It 
quickly patients can master the technique of caring for 
their own diets; a few weeks’ training in the hospital 
: generally sufficient. The necessary equipment con- 
sists of a notebook, a food value manual, scales, and a 
pencil. With these a doctor, dietitian, or trained nurse 
an very quickly give the patient the essential in- 
struction. 

Another point that has been taiked of lately in con- 
nection with special diets is negligence in charting 


ccurately the diet the patient has eaten. It is of little 
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value for a doctor to know what has been ordered for 


the patient, but it is of great importance for him to 
know what the patient actually eats. This negligence 
is noted particularly in the diabetic diets. A doctor 


orders protein oO grams, fat 150 grams, carbohydrate 


50 grams; the chart shows, day after day, P. 50—fat 
150 


to point out that a patient would rarely get exactly that 


and carbohydrate 50. It would be superfluous 


1x rtion of foed and eat all of it dav after day. 


The topic of the relation of the dietitian to the 


physician is receiving some attention. Doctor Doane, 
medical director of Philadelphia General Hospital, com- 
plains that there exists a nebulous idea concerning the 
function of the dietitian, due perhaps to the fact that 
the clietitian is the latest addition to the hospital organl- 
He the duties of 


the dietitian to scrub the pans and dishes in the diet 


zation. finds some who consider it 
kitchen and to decorate trays for private room patients. 
The dietitians themselves are rapidly changing this idea 
and are in most places performing duties proper for 
their position. 

believe, that the 


It is g conceded, | 


renerally 
dietitian’s relation to the physician is analogous to that 
of the pharmacist. A doctor prescribes the ingredients 
to be used in a medicine, a druggist puts the ingredients 
together and delivers the medicine to the patient; like- 
wise the doctor should prescribe the diet in terms of 
protein, fat, and carbohydrate, and the dietitian should 
fill the prescription for the doctor, When a physician 
prescribes a drug he is generally very careful to desig- 
nate the dosage and the time of giving, and sometimes 
the brand of the drug. 

It is a different matter when some physicians pre- 
scribe diet in the hospitals; there is palpable evidence 


of lack of interest in the procedure. In order to evaluate 


properly the results of blood chemistry, urinary analysis, 
fecal analysis, and other clinical tests, it is at times 
exceedingly important to know the nature of the food 
the patient eats, as it determines these results to some 
extent. 

In the future the physician will go to the diet 
kitchen and consult the dietitian concerning the food 
his patient eats, just as he now consults the laboratory 
man about the findings from the excretions of the body, 
or the x-ray man respecting the activity of the gastro- 
tract. This the 


physician and dietitian is even now in fashion in many 


close connection between 


intestinal 


progressive hospitals. It offers distinct advantage to 


heth; the dietitian learns the clinical side, which is of 
great profit and is very attractive to her, and she learns 


from the physician the results of her careful work in 


terms of improved function or metabolic activity. On 
the other hand, the doctor gains a first-hand expert 


knowledge of food and its uses. In other words, both 
have the advantage of gaining from each other without 
much special effort, essential knowledge which has taken 


vears of study and work for each to accumulate. 





Your instructive annual meetings, your perfect 
organization, your indefatigable efforts and endeavors, 
show the same noble purpose leading us to the common 
unselfish aim of helping suffering humanity. 

Our hospitals, which we are trying to perfect 
according to the advancements and achievements of the 
medical sciences, serve this same cause. 

Two requisites are important, even essential in 
this connection: an appropriate equipment and a per- 
fectly trained personnel. The latter we shall give 
special attention, since costly equipment and magnifi- 
cent buildings are of little value if the nursing or 
medical staff or any other attending or employed help 
does not understand how to make use of that which is 
at its disposal. 

The modern hospital is a complicated piece of 
machinery with very many fine details which require a 
thorough knowledge and careful upkeep to insure the 
perfect functioning of the whole. 

An intelligent discussion of any one of the details 
is only possible if one has a comprehensive knowledge 
of all the other details making up the whole. For an 
exclusive consideration and one-sided improvement of 
» the other factors and 


one part is often detrimental t 
therefore leads to a disturbance in the total function of 
the hospital. 

I have taken it upon myself to discuss one single 
factor, one detail in the management of a hospital, and 
to give you my experiences and impressions which | 
have gathered in this field. I will be frank in my 
criticism, since it is given in the spirit of advancing 
the welfare of the suffering as well as our own mutual 
success. 

he clinical pathological laboratory is an integral 
part of every hospital; in fact a hospital without such 
an institution is almost inconceivable. The sooner the 
importance of such a laboratory will be recognized by 
the medical staff and hospital authorities, the more 
quickly will it be brought to the fore, and consequently 
a decided improvement will be manifested inevitably. 

Location of Laboratory 

I will first discuss the location of the laboratory. 

Should we visit a number of hospitals this fact 
will become evident, that the laboratory is very seldom 
found in exactly the same location of the building. 
Three places are generally used. The most preferable 
seems to be in the vicinity of the operating rooms and 
is still recommended as the proper place. This is one 
of the principal reasons for placing them in one of the 
upper floors of the hospital. The convenience and 
rapidity with which tissues removed during the course 
of the operation can be examined, is often advanced as 
a justification for the above-mentioned location. 


‘Read before the ninth annual meeting of the Catholic Hos- 
pital Association of the United States and Canada at Spring 
Bank, Wis., on July 3, 1924, and before the Tri-State Hospital 
Association in Madison, Wis., on June 27, 1924. 
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I cannot reconcile the idea of contaminating the 
hallowed atmosphere and environment of that section 
of the hospital set aside for operating rooms, with the 
defiling presence of the laboratories, where the bac- 
teriological and pathological investigations are con- 
ducted. Therefore I do not favor the placing ol 
laboratories with their infectious material in the vicin- 
ity of the operating rooms. I fully appreciate and 
realize the importance of an immediate histological 
diagnosis while an operation is in progress, especially 
when the clinical diagnosis was doubtful. 

A “portable diagnostic outfit” consisting of a 
freezing microtome which is attached to a small and 
easily movable desk equipped with a staining outfit 
and a carbon dioxide tank below, can be kept anywhere 
in the surgical department ready for use, and can be 
easily operated. This “portable diagnostic outfit” 
should be incorporated as a “surgical diagnostic labora- 
tory unit” in the surgical department and be included 
in its Inventory, 

With this practical solution of the only difficulty 
which can be advanced, no other urgent reason remains 
for the retention of the laboratories near the operating 
rooms. 

The second favored place finds the laboratories 
banished to the submerged regions of the basement. 
much to our sorrow. This location must be frowned 
upon and must even be condemned without qualifica- 
tions. Entirely isolated from all the medical activities 
of the hospital, inconveniently located for physicians 
and patients, we accidently stumble upon the crowded 


and secluded laboratory anywhere in the basement. 


Some of these are devoid of proper light and ventila- 
tion. It is unnecessary to censure further this type ot 
locality as I feel that you fully agree with my conten- 
tion. 

The clinical luboratory deserves the same consid- 
eration as any other department of the hospital since 
the laboratory is a necessary, essential, and even indis- 


pensable unit of a modern hospital. 


Main Floor Best Place 

What then is the best location for the laboratory : 
One which insures convenience and accessibility. The 
most ideal and practical location is on the main floor o 
the hospital building near a room which serves the medi- 
cal staff as a conference room or library. The visiting 
physician cannot help but visit a laboratory so handily 
located. He will gladly discuss with the laborator) 
staff, the results of the examinations concerning hi- 
patients, solicit further explanations or consult for new 
investigations. He will undoubtedly inspect the speci 
mens in which he is personally interested and will profi 
by his daily visits to the laboratory. He will learn t 
respect the laboratory, will recognize its capacity and 























HOSPITAL 


limitations, and will consequently use the laboratory to 
hetter advantage. 

A further benefit of having the clinical laboratory 
mn the main floor near the principal entrance lies in the 
convenience afforded the outside patients. In many 
cities both large and small, the hospital laboratory is 
eing used by outside physicians for their private 
atients; similarly the staff members send their patients 
or various laboratory examinations to the hospital 
laboratory which they know to be of high quality. It is 
n the interest of hospital discipline and cleanliness that 
this group of patients be kept from noisily wandering 
hrough the corridors, thereby interfering with the rules 
ind regulations of the institution. This seems to be 
readily accomplished by the location just advocated, 
which does not affect the running order of the hospital. 

The use of the hospital laboratory yy private physi- 
ians and out-patients not only brings recognition to the 
hospital but forms a source of income which is by no 
means negligible. For this financial reason alone ever\ 
hospital should provide an adequate and conveniently 
accessible laboratory for outside patients and the de- 
velopment of this phase of the laboratory should be a 
matter of serious concern to both hospital authorities 
and attending staff. 

Therefore, I maintain that those concerned with 
deciding the location of the clinical laborator\ have a 
very vital question to consider, and should decide it only 
ifter thoughtful deliberation. 


Organization of Clinical Laboratory 

After having briefly discussed the proper location 
of the laboratory we will take up the next question, 
namely, how should the clinical laboratory be organ- 
ized? The organization of the clinical laboratory 
should be adapted lo the work which tt has to perform 
according to the modern progress of science and not to 
lhe more or less low require ments which the hospita 
authorities deem sufficient, 

The work of the laboratory may be divided into 
four main sections. 

1. * Clinical bacteriology and serology. Here the 
examinations of infectious diseases are performed! 
according to the modern methods of bacteriological and 
serological diagnosis: the micro-organisms are looked 
for, isolated and determined, and the practitioner 
quickly receives a reliable diagnosis. For instance, | 
have only to mention the classical examples of typhoid 
and diphtheria, which diseases may be discovered and 
successfully combatted after a few hours of expert work 
in the laboratory. The serological examinations of the 
blood and cerebro-spinal fluid, as for instance those re- 
ictions after Wassermann, Meinicke, Sachs-Georgi and 
‘thers, make it possible for the practitioner to discover 
the latent symptoms of a dormant but nevertheless pres- 
ent lues and may help the patient immeasurably. 

The second section of the laboratory activities deals 
with the morphological analysis of the blood, with the 
hematological diagnosis, not only of the primary blood 
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diseases but also of the diagnostically important reac- 
tions which the blood may show during the course of 
some systemic diseases or infections or affections of an 
isolated organ. The morphological elements of the 
blood (the red and the white blood cells, the blood 
platelets) are counted, differentiated, and their percen 
tage and ratio determined, which data are very valu- 
able for important diagnostic conclusions. The char- 
acteristics of the blood plasm are studied, especial! 
before the blood transfusions (typing), which are per- 
formed for therapeutic purposes in primary and secon- 
dary anemias, in certain septic body conditions, and 
various other diseases. I call attention also to the 
determination of the bleeding time and to the coagula 
tion test. which should not be neglected before all 
operations in order to avoid disagreeable surprises, 

The third section of the laboratory includes tli 
clinical chemistry, which mainly consists of the follow 
ing: chemical analysis of urine, of gastro-intestinal 
contents, of bodily fluids, of secretions and excretions, 
etc.: In addition the more complicated investigations 0 
blood and urine in metabolic disturbances and meta- 
bolic cliseases, 


The fourth phase Is the pathology in general but 


f 


with special reference to the microscopical diagnosis 0 


tissues or parts of organs which have been removed dur 


ing the surgical procedures. [ do not need to empha- 
size the importance of this phase of laboratory work 
<ince the lisse (MU NOSIS aL Widnuy CUSCS enables fhe 
/ hyst wn lo arrveee altoa correct diagnostt conclusion 
pre rents CTTOIS, delermines lhe CHaArHE ler ol fhe opera 


lion. and decides the prognosis and fate of the patient 


Surgeons Must Cocperate 

How often are apparently harmless tissues, disre- 
varded by the surgeon who may consider it unnecessary 
to further investigate the character of the change, found 
to contain serious and dangerous conditions which lates 
have been detected by an accurate morphological exam 
ination? So, for instance, not uncommonly are warts 
and birthmarks (naevi) recognized as incipient can 
cers or melanotic sarcomas: chronic salpingitis may | 
found to be of a tuberculous character: and the small 
ulcer at the edee of the tongue, which had been pro- 
nounced a syphilitic or tuberculous condition, is dis- 
covered to be the dangerous cancer of the tongue, Even 
in microscopic examination of a simple hyperplastic 
tonsil one may be surprised to see its tuberculous nature. 
Every experienced pathologist could give you numerous 
similar and analogous examples. From this we may 
draw the conclusion that eve ry lissue removed from fhe 
patient, no matter how harmless it may seem to the sur 
geon or clinician, should be brought to the laboratory 
with all necessary data for a further f ramination and 
report. In this way not only are disagreeable surprises 
avoided, but the work of the surgeon as well as his 


therapeutic procedure is brought to a higher scientifi 


level. 
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I cannot understand how the surgeon shows no in- 
terest in the removed tissue of the patient whom he 
otherwise watches so carefully. It is the duty of the 
pathologist to create and cultivate such an interest. 


Very often the tissues are brought to the laboratory 


in a partially dried condition, having been kept during 


the whole forenoon or until all other work in the operat- 
ing rooms had been finished; not rarely without any 
To 


occurrence | advise that small bottles, labeled and filled 


data. avoid such an occasionally unpreventable 
with a fixation fluid, be kept in the operating room. 
The smaller tissues are to be transferred to the fixing 
fluid while still warm and a complete labeling should 
he done immediately to avoid an possible confusion or 
mistake. It is the duty of the laboratory to see to it 
that such fluids, bottles, etc., are at all times supplied 
to the operating rooms. 

Every physician who keeps abreast of the progress 
of his profession, be he a pathologist or a practitioner, 
has the tendency to preserve the specimens which may 
have a special scientific or didactic interest. Such col- 
Jected specimens make up the “Pathological Museum” of 
the hospital, which reflects the scientific interest of the 
medical staff and the institution, The hospital author- 
ities should promote the installment and the mainten- 
ance of such a museum. 

Material removed during an operation should be 
kept at least for one vear, while the histological slides 
should be filed in the archives of the laboratories. 

An exact and conscientious record of every detail 
performed in the laboratory is one of the main requisites 
of every laboratory activity. | am omitting a discus- 
sion on the systems and methods of keeping data, since 
each individual treasures and praises his own customs. 
that the 


finding be determined and tabulated quickly and thor- 


The principal thing to consider is, recorded 
oughly. 
Size of Laboratory 
At this point one may ask how much space should 
I have in mind hospitals of 
The 


activities would require a minimum of three rooms: 


he allotted to a laboratory. 


one hundred or more beds. above-mentioned 
one for the bacteriological, serological and immunologi- 
cal 
amd oa 


work, 


metabolism, which, while equipped as a sick room, may 


examinations: another one for clinical chemistry, 
third 


An additional little room may be used for basal 


for the pathological and hematological 


also serve for the performance of lumbar punctures, 

If we consider the work just outlined, the extent of 
the space, the number of the attending personnel, we 
realize: that the laboratory is an imposing feature and 
unit of the hospital, which has attained the importance 
of a separate department. We 
longer talk of simply a “lab” but of a “Department of 


therefore should no 
Clinical Pathology.” 

On this occasion | would like to call attention to 
the so-called “x-ray laboratory,” a name which in my 


opinion is erroneous and should be called “Department 
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of Roentgenology,” because the technical work is of 


secondary importance, the primary work consisting i 
We would like 


to advocate this terminology in order to eliminate com- 


diagnostic and therapeutic procedures. 


pletely the incorrect expression of “laboratory division.” 
The two departments are totally different in every re- 
spect and cannot be logically brought under one term. 
These old erroneous ideas have gained such a strong 
foothold that many hospitals look for technicians who 
should be trained in both fields, or seek pathologists who 
ought to be qualified as roentgenologists at the sam 
time. I condemn these procedures as they are not in 


accord with the spirit of the profession, 


Personnel 
I will treat the question of the personnel very 
briefly, and let me impress upon you from the very be- 
ginning that a well trained, conscientious, and reliabli 
technician is the very life of the laboratories. In many 
experience I have learned both to appreciate 


No hospital should con- 


vears of 
and to dread the technician. 
sider the appointment of a given technician in a super- 
ficial manner, but should examine his qualifications with 
vreat care and precautions, 

The head of the Department of Clinical Pathology 
or of even the smallest clinical laboratory must naturally 
be a physician who knows how to interpret the results 
eXaminations and is able to explain 


of the different 


them to the practitioner. It is the duty of the patholo- 
gist to check and acknowledge every important finding, 
to supervise and perfect the technique of the laboratory 
workers. In this manner misunderstandings and mis- 
takes are avoided and important data and facts are not 
overlooked. Whether the pathologist should be a “part- 
time,” “half-time,” or “full-time” man depends not only 
on the size and character of the hospital but also on the 
material and work which the hospital is able to offer a 
pathologist for his further professional education. For 
it is the duty of the hospital not to neglect further 
training and advancement of its personnel. The ques- 
tion of remuneration, therefore, is by no means the sole 
consideration in the employment of the pathologist. 

Regarding the number of technicians, I believe that 
a hospital with 100 to 130 beds can get along nicely) 
with one industrious and capable technician. If the 
number of beds approaches the 200 mark or even sur- 
Passes it, a second technician is needed to accomplish 
the work in a satisfactory manner. 

Student technicians should be employed in the 
laboratory only when a half or full-time pathologist is in 
charge. Otherwise the training of the technician will 
he very deficient and the hospital is morally responsible 
for such a condition. 

If there are interns present in the hospital it is of 
course to their own interest to perform all the labora- 
tory work for their respective patients under the guid- 
ance of the hospital pathologist. 


I am omitting the discussion of the “minimum re- 
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quirements” 


question more freely on a later occasion. 
Responsibilities of Pathologist 
Without any doubt the success of the laboratory de- 
pends primarily upon the activities and achievements of 
the pathologist. His knowledge and his experience do 
not only benefit the patients but also contribute to the 
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of a laboratory since I intend to treat this* 
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final success of the hospital itself. The pathologist 
should be an advisor and helper to the medical staff. 

I have enumerated only a few points of this par- 
ticular branch of hospital service, endeavoring to em- 
phasize the little I have said. But I hope that my sug- 
gestions may serve for the further betterment and 


improvement of our hospitals. 


Rev. Albert C. Fox, S. J., President, Marquette University, Milwaukee, Wis. 


In this matter of higher education of nurses there 
may not seem to be very much enthusiasm on the part 
of some doctors who have a great deal to say about the 
nurse who gives suggestions instead of facts. We hear 
a great deal about the “over-trained” nurse of the pres- 
ent day. At the last conference | maintained that the 
supposedly over-trained nurse is in reality under- 
trained. The nurse who fails to know her place and 
keep it proves that her training is inadequate. But 
since the preparation of a nurse for the*efficient execu- 
tion of her duties includes education as well as training, 
we must study nursing from the educational standpoint. 

High school education is required for a nurse be- 
cause it is regarded as a minimum essential for other 
educational courses. Personally I believe that many a 
girl without a high school education is better fitted by 
reason of temperament and disposition for the nursing 
profession than dozens of applicants who have had 
higher schooling. 

Medical education has improved so notably that 
nursing education must keep up with it in as far as the 
physician of the future will require the nurse who assists 
him in the care of his patients to be educated above and 
beyond the educational requirements of the nurse of 
today, for the simple reason that she will not otherwise 
be able to understand and intelligently follow his direc- 
tions. 

Because nursing education is progressing there will 
be an increased demand for teachers and administrative 
officers and executives both in schools of nursing and in 
the hospitals which will employ the products of these 
schools in larger and larger numbers. 

My remarks refer only to university schools of 
nursing, where effort is not confined to turning out 
nurses but extends to the training of teachers and execu- 
tives for hospital work and for other schools of nursing. 

It can readily be seen that this situation calls for 
a more definite point of view than schools of nursing 
commonly accept at the present time. Confine it still 
more to the Catholic hospitals and we have two situa- 
tions. We have first of all a large number of Sisters 
who have not had an advanced education, chiefly because 
it was formerly considered that an extended academic 
education was not required for a nursing career. We 
can understand that in the case of Sisters who are de- 


{Delivered before the Doctors’ Conference of the Catholic 
Hospital Association, Spring Bank, Wisconsin, July 23, 1924. 


voting their entire lives to the work, the lack of aca- 
demic training was very largely and splendidly com- 
pensated for by the devotion to the cause as shown 
throughout their long years of service. 

The Marquette Undertaking 

Some of those who have not had an advanced edu- 
cation, in a number of cases scarcely a year of high 
school, will come to Marquette, where we will under- 
take to give them a higher education, both academic and 
scientific, for the purpose of preparing them to be help- 
ful to the doctors in the various hospitals to which they 
are assigned. We cannot give a degree to a Sister who 
has not had a high school education. Standards will 
not permit it. Those who have not the requisites for a 
degree will go as far as their ability will permit and 
their superiors will allow. For those who have the 
requisites we expect to offer a combined course which 
will lead to a college degree in addition to a nurse's 
diploma. This will enable them to specialize in certain 
branches, making it possible for the Sisterhoods to have 
their own bacteriologists, dietitians, and the rest, whose 
knowledge will be guaranteed by the school and recog 
nized officially outside the school. 

With regard to young women who may wish to 
undertake nursing as a career or who desire a nursing 
education, things are more or less unstable. There are 
very few who think alike concerning the training or 
academic work of candidates for nursing or for com- 
bined degrees, although we have had reports from 
national committees which have been printed in large 
volumes. 

As nursing has progressed and the profession has 
become more developed there has grown up a demand 
for administrators in the hospitals, and for teachers. 
There is need, for instance, of a dietitian in every hos- 
pital. An educated, accurately informed dietitian pre- 
supposes a certain amount of scientific training to 
enable her to understand not merely the chemical 
changes that take place in the preparation of foods, but 
as well all that modern science offers in relation to the 
subject. This is an illustration of what we mean by 
the growing demand for teachers and executives who 
assist the hospitals in filling positions of this kind from 
a totally inadequate supply. The same applies very 
largely to other positions. 

The situation in our Catholic hospitals, as well as 
in others, requires of those who hold the positions of 
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superintendents of hospitals, or superintendents or in- 
structresses of nurses, an education equal if not superior 
to the education which the student nurses have or expect 
Unless 
the 


to have by the time they complete their course. 
influence of t] executives over 


}ese 


this is true, the 
nurses will not he verv effective. 
Practical and Educational Phases 
Another view of the situation is this. The “train- 
ing schools” have existed largely as a matter of expedi- 
ency. Both the pupil nurses and onlookers feel that 
the girls in training have heen exploited too largely for 
domestic work about the hospital: that a great portion 
of the best vears of their young lives is given over to 
non-educational activities. 
Furthermore, hospitals have not been organized for 
educational They were organized for hos- 
pital work, and the increasing burden of present-day 


purposes, 


nursing education makes it next to impossible for them 
to handle it. However, if the educational phase were 
taken over wherever possible by an educational institu- 
tion, and the practical side of nursing education were 
left to the hospital, the resulting effect upon nursing 
education would be good. Theoretically it looks very 
Practically there are difficulties. 
We feel that a place like Marquette, with the ad- 


fine. 


vantages that a university necessarily enjoys, can accom- 
plish a great deal in training young women who desire 
to take up not only private nursing but public health 
work, and who are particularly adapted by their per- 
sonal qualifications for work of a supervisory character. 

Then, too, at a university school of nursing there 
would not be the tendency, as in the ordinary training 
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schools, to rush them through three years of training 
We can train technicians for various special- 
work. After two years of college and 


twenty-eight months of nursing work, there is no reason 


and out. 
ized kinds of 
why a combined degree can not be given to a student, 
who can then spend the third year in whatever special- 
izel work she may care to undertake. We believe this 
will soon come about. 

There are eleven state universities and about six or 
more private universities in which this program has 
been put into effect, and the results have been very satis- 
‘actory and promising. We feel, too, that, with better 
and greater knowledge, other things being equal, the 
responsibility of those who undertake work of this kind 
will be increased, and that there will be a greater 
amount of good done compared to the effort put into the 
same work at present. 

The doctors here can readily understand how this is 
going to affect the Catholic hospitals of the future. It 
is simply an undertaking for better service; service of 
an eminent character. Catholic hospitals have a dis- 
tinct advantage in that they have on their nursing 
staffs, women who give their entire lives to the work 
and will always continue to do so. 

If we at Marquette can so organize as to give these 
Sisters improved opportunities which will enhance their 
native advantages, and send them back to their institu- 
tions with a broader knowledge and experience, as we 
deem it our duty to do, Marquette University will feel 
that it has been able to do a worth-while service to ad- 
vance the interests of the Catholic hospitals of the coun- 


try. 














Disaster Relief 





When disaster strikes, the American Red Cross is 


first on the job. 


The support of every citizen is 


needed during the Eighth Annual Roll Call, November 
11 to 27, to help those made homeless. 
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MERCY HOSPITAL, OSHKOSH, WIS., AS IT APPEARS AT PRESENT. 





E. Brielmaier & Sons, Architects. 


An Interesting Hospital Extension 


Merey Hospital, Oshkosh, Wisconsin, conducted by 
the Sisters of the Sorrowful Mother, is an interesting 


subject in the practicality of building extensions on four 


sides and on top of the original hospital. 

The part referred to on the photographs as the old 
building, represents a privately controlled hospital built 
about twelve years ago at an expense of approximately 
With 


the completion of all new additions the capacity will be 


$100,000 and accommodating some sixty beds. 


close to three times this number at a cost of about $400,- 
000 for the extensions. 


The original building had a pitched roof contain- 
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ing so-called attic rooms. A full fourth story has been 


added by carrying up the walls and providing a new 
roof, all without interrupting the continued use of the 
This fourth story in the old part is fitted up 


to correspond entirely with the same floor in the north 


hospital. 


wing, making one combined and complete surgical de- 
partment with rooms according to the numbers and 
schedule on the print. The former wood floors were 
removed and tile floors and base provided. In many 
cases wainscoting to correspond has been put in, so that 
it is difficult to distinguish the old from the new build- 


ing on the fourth floor. 
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The dimensions of the west wing, built in a “'T” 


shape, ground floor and three stories high, are 42’x88’ 





with a cross wing 48’x64’.. This includes the sleeping 





quarters, sewing rooms, etc., for the Sisters; their 





chapel: and at the end of the wing, a large emergency 





isolation department for the city of Oshkosh. 





The dimensions of the north wing are 46’x100’, 






taking in ground floor and four stories. It is hoped 





that a corresponding south wing may be added very 





shortly. 


The administration building, placed in front of the 





old hospital, where there was ample room due to the fact 





that the building was located a considerable distance 





, 


x42’, consisting of 





from the street, has dimensions 33 


cround floor and one story. 





The boiler house and laundry building is 46’x70’ 

















with basement for heating plant, first floor for laundry 






THE ORIGINAL MERCY HOSPITAL BEFORE THE 


EXTENSIONS WERE MADE. 


C 






and ironing, and second floor for quarters for the help. 
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THE NEW CHAPEL AT 
The several buildings are connected with the boiler 
house by means of tunnels providing passage back and 
forth in unfavorable weather, as well as allowing for 
heating mains, brine lines, electrical supplies, ete. 

The photographs accompanying this article show 
the exterior of the building in its original state with the 
north wing and additional fourth floor; also the admin- 
istration building and boiler house attached. One 
picture illustrates the process of erecting the additional 


fourth floor on the old part, with temporary entrance 


MERCY HOSPITAL, OSHKOSH, WIS. 


1 


through the sun parlor on the south of the building, 
arranged to avoid interference with the operation ot! 
the hospital. An interior is shown of the chapel ir 
west wing. 

By looking closely at the south end of the old build- 
ing on the construction photograph one can see the lines 
of the original roof. 

The architects for the building are E. Brielmaie 


and Sons Company, Milwaukee and Chicago. 


Mistakes in Surgery 


Alexander S. Keenan, M.D. 


KF AN open conte ssion is good for the soul, perhaps 
it would be good for surgery. 


Our mistakes in are not all buried. 


Many of them, like Banquo’s ghost, will rise from time 


surgery 
to time to plague and confound us. In science and in 
art, in business and in trade, mistakes are of common 
occurrence. They seem to be part of all men. 

People talk of fine arts, but what art is so fine as 
surgery, which works in lives and cannot rehearse the 
part or correct the proots or begin again with the sketch 
or waste its material? In surgery we are dealing with 


flesh and blood and all that goes to make up life; with 


such material mistakes may be irreparable. It is not 
that surgery itself is so fine an art, but the material 
with which we deal is very fine. We are called upon 
to interfere with that substance which is above all else 
in nature, the one texture, man, infinitely complex, in- 
finitely precious. 

a “Read before the San Francisco County Medical Society, Sep- 
tember, 1923. 


} 


“We touch Heaven,” says a poetic writer, “whe 
we lay our hands on a human body.” The responsibility 
and the fear of doing harm, which might be called the 
strain of practice, should impress us all. The body 
should be jealously guarded and we must be answerable 
Our successful cases we feel might 


] 
You 


patient who recovers and you know that he 


for our mistakes. 
belong to anybody, but our mistakes belong to us. 
attend a 
would have recovered under any doctor as good as you 
are. You attend another who dies, and you feel that 
he would have died under any doctor, but he died under 
you. The two events do not balance. The recovery o 
the one does not sweeten the death of the other. A 
man may grieve and worry over a mistake, or preserve 
a dignified silence, but do what he will he cannot clear 
his conscience from the thought that he was himself, in 
a great measure, to blame. It is not to be wondered 
at that now and then we do the wrong thing, take the 
wrong turn in the maze, or play the wrong card in the 


game. Considering all the circumstances, it would be 
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a miracle if we did not. To the conscientious surgeon, 
the question resolves itself into this: do I profit by my 
mistakes and have them serve as a road sign to safe- 
guard me from their repetition in the future? 
Carelessness versus Inexperience 

Lack of care is probably accountable for more mis- 
takes than lack of knowledge or lack of experience. A 
man of knowledge and experience in surgery who be- 
comes careless in his work, is as dangerous a surgeon as 
one without experience. Another man may exercise the 
greatest possible care in every action that he takes, and 
yet make many mistakes because of lack of experience. 
There is hope for such a man because his work will 
improve and his mistakes grow less as he gains in knowl- 
edge and experience. ‘The occasional and inexperienced 
operator, like the occasional and inexperienced automo- 
bilist, is a public danger. Surgery is a jealous mistress 
and requires from those who serve her, undivided loy- 
alty and attention. 

There are certain fields of surgery in which mis- 
takes are of more serious consequence than in others. 
It might perhaps be an object lesson if | would mention 
some of those that have occurred in my own practice. 
In cases of acute suppurative osteomyelitis, prompt 


In 


a child whom I was ealled to attend I diagnosed rheu- 


diagnosis and prompt operation are a vital necessity. 


matism, because the little patient had a sore throat and 
pains in her legs. In the etiology of sore throat some 
years had 
throat; it was really the focus for the infection carried 


ago we what is known as rheumatic sore 
by the blood stream, causing a suppurative osteomyelitis 
of the tibia. My mistake nearly cost the child her leg. 
Acute suppurative osteomyelitis should be as promptly 
diagnosed and as promptly ‘operated on as acute appen- 
(licitis. I erred in not taking a more careful history 
and in not making a more careful examination of the 
Had I done so, I should have been able 
If 


that had been done, and an incision made down to the 
bone and a hole drilled into the bone, the child would 


swollen limb. 
wo recognize the tender spot in the child’s tibia. 


have been saved a long and tedious convalescence. A 
more experienced surgeon pointed out to me this lesson 
when he laid open the whole length of the tibia, reveal- 
ing a suppurative bone. It was well I made this mis- 
take, if made at all, early in my practice, because it 
has served me as a guiding sign and kept me from 
further mistakes in cases of osteomyelitis. 
Bone Surgery 

Bone surgery is a prolific field for surgical mis- 
takes. 
telling his class that when a bone is broken’ it is not 
marrow and plastic lymph, leukocytes, and blood that 
pour out from the ends of the broken bone, but worry, 
There 


An old lecturer on surgery was in the habit of 


trouble, base ingratitude and malpractice suits. 
may have been a great deal of truth in this years ago, 
and there is still enough to keep us on our guard when 
dealing with fracture cases. Every bone injury or bone 
contusion of any kind should be considered a possible 
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fracture until careful examination has eliminated such 

a possibility. 
Many 

grievous mistake of plating and wiring fractures. 


the 
They 


seem to forget that splints, when properly applied with 


inexperienced operators are making 


proper extension and counter-extension, will give good 
functional results in the great majority of cases. If 


operations on fractures must be done, let them be done 


by those who have had special training for such work, = | 


{ 


seeh nen Make the mistake OF Operating on a com 


pound fracture before it has ceased to be compound. 


Lave 


I remember seeing a good operator, but evidentl\ 


not a good surgeon, plate a gun-shot fracture of the 
femur the second day after the injury. The patient, 
of course, died in a couple of weeks from sepsis. He 
probably would heve been saved bv thy ise of a Buck's 
extension or a Thomas splint. Use of splints for too lone 
a time is another mistake which is quite common, It 
a fracture has been properly reduce t will only require 
the support of splints for ten days or two weeks t 
retain bones in appositio! To leave splints on a limb. 
particularly in the vicinit f joints, for six or seve 
weeks, is a barbarism of surgery that has come down to 


us from the past. 


Colles’ fracture is a good example of this mistake. 
I frequently see patients, and formerly I was guilty of 
{ ; I . ; 
the same practice myself, with splints on their arms for 


weeks. Thi stilt 


gives a patient considerable trouble for six months and 


SIX always results in a wrist whic! 


even a year after injury. ‘Tight-fitting splints and thei 
long use do another injury to the limb. They cause 


l 


atrophy of the muscles from pressure. They diminish 
the blood supply to the parts and hence delay bone 
union. 

I have found, by experience, that it is a great mis 
take to attempt to hold a fractured femur in reduction 
I had a patient recently, 
Under 


; 


a fluoroscopic examination I found it was possible to 


by a plaster of Paris splint. 
a child, with a fractured femur about the middle. 
make a good reduction and get a good approximation 
Having the leg 


abducted, | applied a plaster ot 


of the bones. held in extension slight 

Paris splint extending 
from the waist to the toes. An x ray eXamination mace 
the next day showed the bones were in good apposition 

Another x-ray made a week afterward showed I still 
had good apposition, but three weeks afterward an x-ray 
examination showed that there was a buckling anterior]; 
failure; I lost the 


The people very wisely took the little patient to 


of the fracture. The result was a 


case. 
another surgeon. 


Just after my failure with this case another child 
fracture, and the 


entered the hospital with a similar 


surgeon, a man of experience, applied a plaster of Paris 
Three weeks 


splint to hold the bones in apposition. 


afterward I learned that he had to operate and plate 
the fracture. He, too, had failed to hold the fracture 


with the plaster splint. In both cases I am satisfied 
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that a Buck’s extension would have given perfectly good 
results with the least trouble. 
Abdominal Surgery 

In the field of acute abdominal surgery there are 
a number of conditions in which mistakes are made 
which may be fatal in their consequence. 

We still frequently see cases of acute appendicitis 
brought to the surgery for operation on the second or 
third day after acute attack. 


or gangrenous appendix or perhaps an abscess formation. 


This results in a ruptured 


In the old days it was customary, when operating on 
such cases, to call the relatives of the patient into the 
operating room to show them the pus and bad condition 
We don’t do that thing now. We 
shut the door to keep them out,. because we know that 
They 


likely to ask the doctor, if he has been treating 


of the appendix. 
they know that there is something wrong. are 
the 
patient for several days, “Why is it, doctor, that you 


You 


saw the patient and said nothing about immediate 


did not operate the first day? were there and 
sur- 
gery.” The trouble is, when a physician is called to 
an acute attack of appendicitis he does not make a thor- 
ough enough examination. The symptoms are all there 
in their natural sequence but they must be dug out. 
The leukocytosis, which is such a reliable evidence, will 
show in the blood the first day, but this examination 
is frequently postponed until the second or third day. 
The doctor puts the patient off with a statement that 
“it looks like an attack of appendicitis but I will see 
how it is tomorrow,” and so it goes. ‘Tomorrow per- 
haps brings another day’s delay and with every hour 
of delay the tendency toward morbidity and mortality 
increases. 
Excessive Surgery 

In cases of acute perforation of the stomach, the 
diagnosis is generally made promptly enough, but the 
mistake in such cases is in doing too much surgery. It 
is only necessary to sew up the perforation in the stom- 
ach with a double row of Lembert sutures, mop out the 
exudate, and close the abdomen. Some surgeons think 
they must excise the ulcer; others think a posterior 
gastro-enterostomy must be done, but all this is too 
much surgery. The mortality will be practically noth- 
ing if the diagnosis and operation are done promptly 
and without unnecessary manipulation. In acute cases 
a surgeon should perform only the necessary operation 
and no more. 

In cases of acute obstruction of the bowels it is 
generally unnecessary to waste time giving enemas or 
waiting to see the results of cathartics. Such things 
were given before the physician was called to the patient. 
If you can diagnose acute obstruction of the bowels, do 
not make the mistake of delaying. 
to the hospital. 
tion. 


Hasten the patient 
An early operation is an easy opera- 
If several days have passed before the patient is 
brought to the surgery, do not then make the mistake 
of doing too much surgery. 
less you do the better. 


With such patients the 
An enterostomy quickly done 
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under a local anaesthetic is all that is necessary to give 
relief. It is better to let the patient live and go away 
and come another day for another operation, than to 
have him die because you have manipulated masses of 
distended intestine to relieve the obstruction. 

In chronic diseases of the abdomen the mistake 
gel rally made lies in the lack of sufficient pains to work 
out a diagnosis of the case. Operation for chronic ap- 
pendicitis is an example. The appendix is found prac- 
tically normal but the patient is not cured, because 
something else is wrong with him. Many people come 
to the doctor’s office with their own diagnosis made of 
They want an operation per- 
It takes con- 


chronic appendicitis. 
formed and want the doctor to do it. 
siderable moral courage, particularly when they have 
the money to pay for it, to say that an operation is not 
necessary. However, the removal of an appendix which 
does not show much pathology is not always a mistake. 
Those patients have certain reflex symptoms which are 
cured by an appendectomy. A surgeon must exercise 
his best judgment. 

In speaking of criminals one often hears it said 
that it is better that a hundred guilty men escape than 
This statement 
might be reversed in reference to the appendix. It could 


that one innocent man be hanged. 


be properly said that it is better that a hundred inno- 
cent appendices be removed than that a patient lose his 
life from one bad one. 

Consultation in Diagnosis 

I have made some mistakes in diagnosing ectopic 
pregnancy, but they were mistakes in which I was in- 
fluenced by the opinions of others. It is a great mis- 
take for a consultant, when galled into consultation, to 
neglect getting a history direct from the patient. A 
consultant should try to look on the patient as if he 
himself were called into the case for the first time. 

This patient with ectopic pregnancy had been 
diagnosed by the physician as a case of sepsis following 
an abortion. I was called in only that I might hear 
the story and be a witness to the patient’s statement 
that an abortion had been done and sepsis followed. 
The patient being two weeks over her menstrual period 
and believing herself pregnant, applied to an abortionist 
She had to go several times and on each 
occasion her womb was dilated and packing was put in. 


for relief. 


Finally her abdomen became distended and quite pain- 
ful. 


leave her bed. She called in a physician who diagnosed 


She became extremely weak and was unable to 


sepsis. Against my counsel the attending physician did 
a curettement, thinking he would find some debris in 
the uterus. The patient died the next day and the 
autopsy revealed that she died from hemorrhage fol- 
lowing an ectopic pregnancy: I felt somewhat chagrined 
over this mistake and resolved that it should not happen 
again. 

Some time after, I was called by another physician 
for consultation in a similar case. The patient had been 
aborted. The doctor had curetted her uterus and packed 
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Evidently removal of the gauze packing 
I convinced 


it with gauze. 
the next day, started hemorrhage again. 
the attending physician that the symptoms were not due 
to sepsis but to hemorrhage; we opened the abdomen 
immediately and found it full of blood from a ruptured 
tube. 

I made a mistake once in operating through the 
culdesac to drain what I thought was a pelvic abscess, 
but it had been an ectopic pregnancy. The patient had 
been aborted several weeks before, following which there 
was some slight pain in her lower pelvis. I found, on 
vaginal examination, a tender mass protruding into the 
culdesac. The patient showed no evidence of hemorrhage 
and had been up attending to her household duties every 
day. I made a diagnosis of pelvic abscess and sent her 
to the hospital for an operation. I made an incision 
into the mass and found not pus but blood clots, and 
finally a gush of blood came forth. I checked the 
hemorrhage by packing the cavity with gauze, and 
hastily opened the abdomen to find that the patient had 
a tubal abortion. The history of the case had misled 
me. 

I might say, in passing, that a curettement of the 
It is one of those mistakes 
the old physicians made, though many physicians of the 


uterus belongs to the past. 


resent day still continue this useless, and in many cases 
Pp t day still cont tl less, and in many case 
dangerous operation. 


Other Mistakes 
Another mistake that has come down to us from 


the older surgeons is that of packing septic wounds and 
cavities with gauze, and the packing and irrigation of 
If the fistula has 
been properly laid open it should not be packed with 
gauze. 
day are unnecessary and painful to the patient and will 
keep the wound from healing. 


a fistulous tract following operation. 
Irrigating and gauze packing performed every 


The same applies to a 
Keep gauze pack- 
I think, too, that some 
of those mastoid operations would heal up much quicker 


fistula following an appendectomy. 
ing out of fistulous openings. 


if the surgeon would keep gauze packing from the 
wounds. 

The bladder is another organ that is frequently 
injured in operation. The mistake of the surgeon is 
in not having the patient catheterized before operation. 
The bladder will stand a good deal of manipulation, 
but it will not stand scissors or the scalpel. An empty 
bladder is well drawn up and out of the way where the 
surgeon. knows its location, but a full bladder is always 
in the way, and it is the full bladder that is injured. 
I have seen the bladder punctured with a trocar, mis- 
taken for an ovarian cyst, and have seen bladders injured 
in the course of a laparotomy. 

I punctured a bladder once myself, under unusual 
circumstances. The patient was a woman on whom | 
had performed a laparotomy for infected tubes. About 
five or six days after her operation she showed symptoms 
of a mild infection, She had considerable fiatulency and 
some tenderness in the region of the wound. Examina- 
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tion showed distention, and thinking I would find a 
collection of serum or possibly pus, I gently penetrated 
Instead of pus, 
This 


patient had been passing a small amount of urine at 


the distended mass with a hemostat. 
urine gushed out; I had punctured the bladder. 


irregular intervals and I never expected to find a dis- 
tended bladder. She had some infection, which pos- 
sibly was a factor in preventing the bladder from 
emptying itself. It was necessary to take her back to 
the surgery and open up the laparotomy wound and 
suture the bladder. It is well to bear my mistake in 
mind when entering a laparotomy wound with forceps, 
expecting to find pus or blood. 

I think it is a great mistake for a man to do too 
many operations on a patient at one time, as some very 
good surgeons do. J have seen a very clever operator 
perform an operation for a perineorrhaphy, a trach- 
elorrhaphy, shortening of the round ligaments, and then 
a tonsillectomy. I believe the patient survived, but I 
feel satisfied that she had a very disagreeable con- 
valescence. Surgeons should remember that the length 
of time on an operating table and under anaesthetic is 
an important factor in and 
mortality. 


One of the surprising things about surgery is the 


increasing morbidity 


multiplicity of operations being done at the present day. 
On a visit to any hospital during the morning hours, 
In 


hospitals where there were formerly one or two operating 
re Db 


one will find great activity in the operating rooms. 


rooms, there are now five or six, and in some hospitals 
even ten. They are all very busy. 

One is surprised also at the number of men who 
do surgery. Formerly there were only a select few at 
each hospital who specialized in this work. At present 
almost every doctor on the visiting list of a hospital 
There must be some mistake that 
We cannot all do 
good work where special training and requirements are 
necessary. 


does his own surgery. 
a condition like this should exist. 


Necessity of Supervised Training 
I think the greatest mistake of all is the privilege 
that goes with every degree which a graduate of med- 
icine receives, to do immediately any operation in sur- 
gery. The young graduate has the same right and 
privilege that any experienced surgeon has, to perform 
When 


degrees were given from colleges and universities in the 


the most serious operations on the human body. 


old days, there was very little major surgery being done, 
and that little by veterans in the field. Times have 
changed but the rights granted with the degree remain 
the same. 

The graduate in medicine should not have the priv- 
ilege to do major surgery without having served an 
There should 
also be supervision of the work that is done. 


apprenticeship in this particular branch. 
Hospitals 
should not admit to the operating room for the purpose 
of doing major surgery, those who have not qualified 
to do that kind of work. 
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In other walks of life where men must have a 
license to practice their profession, their work must be 
supervised while under construction by some competent 
authority. An architect must submit plans of his build- 
ing to the inspector under the municipal authorities. A 
plumber, who must be licensed to begin with, must sub- 
mit a specification of his work, and he cannot cover a 
single vard of his plumbing unless it has been inspected 
by the city authorities. 

Why so much eare in the construction of a build- 
ing, which is, after all, only wood, stone, and steel— 
things that could be changed and replaced—and so little 
as regards the human body, which affects life itself? 
A mistake in the one involves only a change of material, 
while a mistake in the other may cause the death of the 
patient. 

The architect’s son, or a son of an artisan, on the 


day he graduates as a doctor, has the right and privilege 
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to do operations involving human life without super- 
There 


is something wrong about this condition. Is human life 


vision or inspection of any kind from any one. 


of less value than building material? We medical men 
do not stand so well before the public as formerly; we 
have lost out a trifle in public confidence. The cults, 
the isms, and the scientists have edged us aside. 

Preventive medicine and surgery are our last 
strongholds. These fields have not as yet been invaded. 
We remain supreme here; let us safeguard ourselves 
while we still hold the fort. 

Our reforms should begin with ourselves. This 
society and the universities which have done so much 
in the past for the advancement of medical education, 
would do well to give a thought to the present mistakes 


of surgery. 


Loyalty to the Physician 


James J. Walsh, M.D. 


Y FAR the most important idea for the nurse to 
B keep before her at all times is that the special 

rezson for her professional service is the most 
thorough-going, whole-hearted cooperation with the 
physician or surgeon in attendance on the patient. This 
does not signify merely the performance of everything 
suggested by the attendant physician, which is an 
obvious duty. This article would have no meaning if that 
were patently not the very core of it. It means also the 
most complete svmpathy with his methods and measures 
of treatment. 

It is possible for a nurse to do everything the 
physician has outlined even to the last detail, and yet 
to do it all with an air indicating thet of course she 
must do what she is told, though she can scarcely hope 
for the improvement of the patient under the circum- 
stances. Indeed the younger the nurse of a certain dis- 
position, and the less experience she has had, the more 
likely she is at times to intimate her regret that the 
patient is not having the advantage of such trained, 
scientific medical attendance as she has seen on some 
of her cases; care that has proven almost wonder-work- 
ing in its power to save patients not only from serious 
complications or fatal terminations, but also from a 
great deal of suffering that might have developed in less 
skilled hands. 

Of course this attitude of mind is not unusual in 
human nature, nor is it all confined to the devoted 
female sex. I do not think I have ever been in a great 
clinic in Europe, especially if its director was past sixty, 
where I did not find at least one of the assistants in- 
clined to think it a little too bad that “the old man” 
was lingering so long on the scene of his labors after 
his triumphs of clinical observation and_ therapeutic 
helpfulness were a thing of the past. 

Their attitude was that in his younger years, doubt- 
less, the director had been an intensely close observer 





and had drawn conclusions with an intelligence that 
gave him a deserved reputation ; that gradually his mind 
had grown old and a little hide-bound, and he had lagged 
behind the progress of the new day that was dawning. 
If you wanted to learn something about medicine as it 
really was in the present, and particularly as it was 
surely going to be in the near future, then, according 
to such men, it was all important to keep an eye on what 
the assistants in the old man’s clinic were doing, to 
appreciate what was really being accomplished for the 
benefit of mankind. 
Concerning New Treatment 

The rising generation in medicine and everything 
else is always more inclined to think that whatever is 
novel and new represents real advance, and whatever is 
familiar is already a little out of date and on the way 
to the lumber yard of disused things. The French have 
“If youth only knew and if old age only 


If youthful experience were only sufficient to 


a proverb, 
could.” 
guide properly the active energies of youth, and if old 
men had the power to do all that their experience enables 
them to understand, then the world would be a very 
different thing. We must be satisfied with the world 
as we have it. It must not be forgotten that many of 
the new remedies and modes of treatment go into dis- 
card rather rapidly and that some very old-fashioned 
remedies have withstood the vicissitudes of time and 
of therapeutic fashions and are with us after hundreds 
and sometimes even thousands of years as valuable aids 
to the treatment of mankind. 

It is extremely important, then, that the nurse 
should not set herself up, even though it may be inde- 
liberately and unconsciously to herself, as the judge in 
such matters, but should be supremely loyal to the 
physician whose patient she is nursing. One of the 
most distinguished of living physicians declared not long 
since, that the therapeutics of any generation, that is, 




















the modes of treatment, the remedies, and the methods 
of affording relief, are always absurd to the second suc- 
ceeding generation. In our time communication is so 
rapid and news of therapeutic experiences and experi- 
ments are diffused so widely within a very short time, 
it does not take anything like two generations to prove 
many novelties in medicine quite absurd or at least 
utterly useless. I have quoted elsewhere from one of 
our best known American physicians an expression which 
deserves so much to be emphasized that it seems worthy 
of repetition here: “The wisest physician is he who 
knows the uselessness of most medicines.” 
Consistent Cooperaticn 

To set one’s self up as a judge of the value of 
modes of treatment under those circumstances is indeed 
an extremely precarious risk to take and an unenviable 
position to assume. Not only must the nurse carefully 
keep from any such hazardous opinion: she must avoid 
even the appearance of forming any judgment in these 
matters. Nurses will often note that a physician is 
treating a case in a manner entirely different from that 
which they have been accustomed to in their hospital 
training. In this mode of treatment, although they are 
unaccustomed to it and it may seem to them old-fogyish 
and passé, they must be as faithful in cooperating with 
the physician as they were at the hospital when they 
had never seen this class of patient treated before and 
were caught by the enthusiasm likely to be aroused by 
any novelty in therapeutics. 

1 em not as old as Methuselah myself and vet I have 
seen half a dozen different kinds of treatments supposed 
to be valuable for certain affections come and go, in 
spite of the fact that the originator of them was recog- 
nized at the time as one of the leading medical scientists 
Many 
new-fangled remedies introduced with a great flare of 


of his own country or sometimes of the world. 


therapeutic trumpets have proved after a while to be 
actually harmful rather than helpful to the patient, 
and the old-fashioned physician who clung to the old- 
time remedies at least avoided this pitfall. 

I can remember Koch’s tuberculin and the furore it 
occasioned and the awful disappointment it involved 
for patients all over the world. Many patients were 
seriously injured by the incautious administration of 
this remedy and many more suffered sad setbacks be- 
cause of the dashing of their hopes. I reported from 
Berlin to the American medical journals, Koch’s own 
description of his second tuberculin, which he promised 
would compensate for all the disadvantages of the first, 
only to prove, if possible, more dangerous than its 
predecessor. 

{ can recall how the antipyretic coal tar remedies 
were welcomed, especially antipyrin, and how they were 
used with enthusiastic confidence by physicians every- 
where during the pandemic of influenza in 1889-90, 
causing, as we now know, many needless deaths. They 
did ever so much harm but any physician who did not 
use them was considered behind the age. They reduced 
temperature and made the patient more comfortable, 
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but now we think of fever as a conservative reaction not 
to be interfered with unless it is excessive, because it 
helps the patient in his conflict with the microbes of 
his disease. 

I have seen opotherapy come and go, and a large 
number of serums and not a few vaccines and other 
All these 


came from authoritative sources that seemed reliable 


remedies almost too numerous to mention. 


and trustworthy. If I were to try to say anything of 


unauthentic remedies this article would have to be ex- 
tended almost to a volume. 

If I were being treated for some serious illness | 
should prefer that they did not use on me the latest 
remedy for the disease, unless it had been In use say 
for at least some ten years or more. I have seen too 
many of the very latest remedies fail and I have seen net 
a few of them which I was sure afterward had done 
rather more harm than good. Some poignant memories 
of striking incidents of this kind in my medical caree 
are still with me. 

The Matter of Judgment 

Shortly after the discovery of the value of dip 
theria antitoxin or serum a number of serums were an- 
nounced as of very great value in the treatment of 
specific diseases of various kinds. JI remember a pro- 
gressive young assistant professor of medicine who was 
using half a dozen of them in his regular practice and 
was announcing that the problem of the treatment of 
epidemic bacterial disease had been solved. It was only 
a question of finding the specific serum and using that 
in the proper way and the patients proceeded to get wel! 
at once. 

One of the nurses trained under him at the hospita! 
went out into general nursing practice and happened to 
be allowed to take care of a pneumonia patient. [lis 
treatment was in the hands of a rather distinguished 
professor of medicine who afterwards came to be looked 
upon as one of our best clinicians in the country. ‘The 
physician treated this pneumonia case in quite the old- 
fashioned way and there was no question of any use of 
serum. The nurse happened to know very well the 
family physician who had insisted on having the older 
man called in the case, and she expressed her surprise 
that there was nothing said of the use of pneumonia 


serum. The family physician actually approached the 


! 


consultant in the matter and asked whether serum 


should not be tried. The older man gave a decided 
negative and said that as yet we knew absolutely nothing 
about pneumonia serum. 

The patient recovered without it. Almost needless 
to say, the pneumonia serum of twenty-five years ago 
proved to be an utter failure. It surely did the patient 
no good and it probably did some harm, though that 
could not be definitely said. Had it been used in this 
case it would have seemed another triumph for the 
serum. 

Knowing as much as we do now about the introduc- 
tion of foreign proteids into the body, and how sensitive 


the lungs of many people are to them and how prone 
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to react rather disturbingly, not to say violently in many 
cases, we appreciate the risk that was taken in every one 
of these cases. While employment of the new remedy 
was justified in hospital practice, where every means 
for the prevention of reaction was at hand, that was only 
because of the immense good that might accrue to man- 
kind if it were found to be useful. 

In the meantime, however, there were a good many 
nurses taking care of pneumonia cases who were rather 
inclined to think it unfortunate whenever serum was 
not employed on their patients. Among themselves at 
least, or on their visits back to the hospital that had 
been their training base, they were likely to declare it 
regrettable that so many old-fashioned physicians were 
entirely too conservative or too slothful to keep up to 
date in medicine. It would be difficult for nurses under 
the circumstances not to give some hint of their feel- 
ings in the matter to those with whom they come in 
contact near the patient. Yet any such hint might be 
serious for the morale of the patient and his friends. 

The Individual Patient 

The practice of medicine is even yet, in spite of 
all our advance in medical science during the past two 
The consequence is 
The 


physician does not treat a case of pneumonia, but a 


generations, an art, not a science. 
that patients have to be treated individually. 
patient suffering from pneumonia. Patients differ very 
much in their reactions to the microbe of pneumonia 
and there are very different strains of the pneumonia 
microbe producing very different results in different 
people. This is true not only of certain different species 
of bacteria which probably produce specific forms of 
pneumonia, but also of very different strains of the 
same germ. 

Pasteur showed that he could take the microbe of 
fowl cholera or of anthrax and by subjecting it to cer- 
tain procedures in the laboratory could bring about a 
degeneration in its vitality so that it produced a much 
milder type of disease than it would heve if it had been 
injected into the animal possessing all its original viru- 
lence. Indeed, he succeeded in producing vaccines in 
this way which caused mild forms of the disease and 
these were a protection against the more virulent forms 
of the affection when epidemics were rife. 

Not only have we these differences; we have the 
reaction of different patients. It has often been said, 
to continue the example of the pneumonia, that it is 
extremely important to know what a pneumonia patient 
takes into his disease with him. If he was exceedingly 
tired from overwork and exhausted from exposure it is 
very probable that his pneumonia will be of a very severe 
type. If he has a heart lesion as the result of inflam- 
matory rheumatism when he was younger, or perhaps 
some crippling of his heart muscles because of a bad 
attack of scarlet fever, then it is very probable that he 
will not survive his pneumonia. If he has even a slight 
Bright’s disease, the consequence of a relapse of scarlet 
fever in childhood, or some other infectious accident to 
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rule he will die of toxemia some time between the fifth 


his kidneys, nothing in the world will save him. 


and seventh day, and treatment is almost hopeless from 
the beginning. On the other hand, if he has an old 
lesion of tuberculosis that has shown some recent signs 
of activity in his lungs he will not have a frank crisis 
but the fever will descend by lysis and the pneumonia 
will continue for two or three weeks more and may 
prove very exhausting. 
Knowing One’s Sphere 

Old Doctor Parry of Bath said some two hundred 
years ago that “It is much more important to know 
what sort of a patient has a disease than what sort of 
a disease a patient has.” A large number of people, 
and I am sure that among them must be included a great 
many of our younger physicians and some of their 
favorite nurses, would be very much inclined to think 
that while this might have been true two hundred years 
ago, it is all wrong now because our means of diagnosis 
and accurate and the disease 
processes within the patient enable us to know ever so 
much more about it than before. And yet that saying 


of old Doctor Parry was a favorite quotation of Pro- 


exact knowledge of 


fessor Osler and continued to be so until the end of his 
life, though 1 suppose no one would think for a moment 
that he had failed to keep abreast of the times in all 
the progress that was made in the development of diag- 
nosis. Indeed it was often said that diagnosis was the 
one phase of medicine he was most interested in, and 
that all that might be expected from him was absolutely 
the most meticulous diagnosis, some of the very simplest 
of old-fashioned remedies, and a cheering word that 
would enable the patient to use all the vital forces he 
could possibly muster to enable him to overcome the 
disease. 

Under these circumstances it is easy to understand 
the dangers of coming to conclusions as to the up-to- 
dateness or out-of-dateness of a physician’s therapeutics 
The 


nurse’s duty, then, is to devote herself cordially—the 


or mode of treatment in any particular case. 


Latins said ex animo et corde, from the heart and the 
soul—to carrying out the doctor’s orders and making the 
patient and the family feel her conviction that every- 
thing thet can possibly be done for the patient is being 
done and that there is no question in her mind as to the 
successful outcome of the case. 

Sometimes this will require no little self-repression, 
but when doctors disagree it is fortunately not the 
nurse’s duty to make decisions. It is not even her busi- 
ness, and one of the most important commandments in 
the world for all of us is “mind your own business.” 
If we all did that and did it successfully the world would 
be a very different place from what it is. There would 
be less friction in life and much of its unpleasantness 
would be eliminated. Some one once suggested that 
heaven is the place where every one minds his own 


business. Certainly the converse of that proposition is 


a truism. 
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THE NEW SCIENCE HALL, MARQUETTE UNIVERSITY, WHERE THE LECTURE ROOMS AND 
LABORATORIES OF THE HOSPITAL COLLEGE ARE LOCATED. 


PROVIDING FOR THE FUTURE 

To live in the present, and use the present hour, is 
wisdom. But for our Catholic hospitals, in particular, 
to look to and prepare for the future, is wiser still. It 
does not need any very singular gift of prophecy or any 
skill in forecasting, to anticipate with appreciation that 
the future needs and requirements of hospital work will 
exceed even the demands of the present time. 

Events move so swiftly with us of today that hardly 
is a coming condition sighted on the horizon than it 
begins to grow in perspective and bear down upon us. 
It was only a short time ago, as years are counted, when 
standardization seemed to many in charge of hospital 
work to be a dimly-outlined possibility. Now it is with 
us in the life, and we are struggling with its actual 
requirements. 

In like manner certain developments in hospital 
education and management which now seem as remote 
as did standardization then, will very shortly be upon 
us, with definite demands, with insistent requirements, 
threatening the reputation if not the existence of our 
training schools unless they are complied with and ful- 
filled. 

Just as general education is becoming more and 
more systematized and the requirements for teachers 
are growing more and more exact, so the education of 
nurses is becoming subject to more and more definite 
requirements. Sooner than we think, the teachers in 
our training schools for nurses will be required to have 
degrees, to have completed special courses, to equal in 
training and efficiency the teachers in other professional 
schools. 

This is a natural consequence of the growing im- 
portance of the nursing profession, and of the increas- 
ing recognition of its part in public welfare work. It 


is important to have nurses, it is essential to train them 


well, and the state can hardly ensure this capable train- 
ing except by making definite requirements for the com- 
petency of the teachers. 

But what does this mean from the standpoint of the 
Catholic training schools? When the time comes for 
such demands, where shall our hospitals turn for those 
qualified teachers who have degrees which will entitle 
them to be superintendents of schools? Are we pre- 
paring as we should for these conditions which seem so 
inevitable to those studying the science of the time? 
Are we encouraging the more capable of our Catholic 
nurses to attend courses and to take degrees which will 
enable them to meet the requirements of the nursing 
educators of tomorrow? Are we giving to those Sisters 


who have the talents and inclinations which fit them 


for further study, the opportunities to perfect them- 
selves in their specialties ? 

The meeting of this situation in the near future— 
the preparation to meet it—rests with our Catholic hos- 
pitals themselves. 

Marquette University in Milwaukee, cooperating 
with the Catholic Hospital Association, is opening a 
Hospital College this fall. The opportunity is at hand, 
awaiting for its fulfillment only the support of far- 
seeing hospital administrators. 

Surely those who have charge of so vast an enter- 
prise as a modern Catholic Hospital, one so important 
for the church and sox lety, will look far enough into the 
future to realize the necessity of this wise provision for 
what is so soon to come, They will take the measures 
and make the sacrifices while there is yet time for 
forethought and for action. 

Let us take heed lest while we still speak of the 
future, the need will become present and find us unpre- 


pared. 
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OUR HOSPITALS 
The writer 


ideally a 


MEETINGS 


to see how 


AND MEDICAL 


has recently had occasion 


medical society meeting, with a registration 


of one hundred and seventy-five doctors, can be held 
hospital. To be sure, this could not have been done 
if the institution did not already have a good audi- 


torium. It is certain that no new hospital should be 
built without the proper provisions for a lecture room, 
which the training of nurses and proper attention to 
their lectures demands. This room also becomes the 
logical meeting place for the medical staff and could 
often be used as a reading room or museum at the same 
time. It should, of course, have proper lighting and 
good blackboards, 


proper lantern or projection apparatus. 


seating facilities, and most of all 
Fa 


Given these 
essentials, the hospital is the logical place for many of 
built 
instances make 


our medical meetings. Even older institutions, 


without such provision, could in many 
over some of their space for this useful purpose. 

First of all, this 
demonstration made popular in the Middle West by the 


introduces the kind of clinical 
extraordinary sessions of the Interstate Assembly (for- 
the Tri-State Medical Society). It 
that in the hospital, or in its out-patient departments, 
or among those who have previously been patients at 


merly is obvious 


the hospital, is found a mass of clinical material that 


is readily available at almost any time. Diagnostic and 
post-operative problems can be presented so much more 
forcefully with the actual patients before the audience. 
The liveliest and most immediate issues in medicine can 
be dealt with in a dynamic manner and enough objective 
data presented to challenge the attention and sustain 
the interest. 

The formal, ponderous medical paper is coming to 
be popular only when it is presented as a monograph 
or properly spread in the columns of the medical jour- 
nals. In such a place busy men can digest the material 
at their leisure and note the mass of repetitions and 
verbosity the author has introduced (in order not to 
leave anything out nor to fail to do full justice to the 
subject). said 
to have told a man who wanted “only twenty-five dol- 


The maker of a universally used car is 


lars” for an accessory that would enormously enhance 


the machine, that he would gladly give that sum to any 


man who would tell him some essential part of his 
creation that he might leave off! 
busy world. 


Such it is with the 
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The occasion of bringing a larger number of doctors 
into the hospital provides an opportunity for the hos- 
pital staff to point out many features of hospitalization 
that are none too apparent to those not actually taking 
part in the staff organization itself. These visitors may 
be shown not only the tangible equipment, technical and 
industrial, with which the hospital gives its service, but 
far more to the point, they may be given an inside 
glimpse into the workings of the record room, the fol- 
low-up svstem, and the various other provisions for cor- 


relating and cataloging the scientific work done in the 
hospital. 

It should thereby be quite apparent to these vis- 
itors that the great efforts of this Association, the Amer- 
ican College of Surgeons, and others, in raising hospital 
standards, is not simply a vain attempt to plume and 
praise our hospitals for work well done, but rather to 
provide the machinery that will yield as a product, 
carefully studied sickness and benefited mankind. 
These products—be it research or otherwise—provide 
the pabulum which at our present stage of development 
is just what the members of most of our medical societies 
need. 

Accordingly, let us encourage our hospital staffs to 
become the hosts here and there, when possible, for our 
The medical staffs 
the 


hospitals will gain much by showing what they are do- 


local and sectional medical societies. 
will learn much by the exercise of this function ; 
ing, and their cooperation will be most deeply appre- 
ciated. —E.L. T. 
QUID PRO QUO 

We are returning to an old and disagreeable sub- 
ject—the lack of cooperation of staff doctors in the 


hospitals with which they are connected. The Sisters 


have made heroic efforts and great progress in the 
organization and conduct of their hospitals since the 
establishment of the Catholic Hospital Association. 


Too much credit cannot be given them for the magnifi- 
cent way in which they have responded to modern hos- 
pital 
As much 


requirements, both: in equipment and _ service. 
cannot be said for the great majority of the 
doctors admitted to the hospitals. 

Were it not that in every staff there are at least a few 
men actively and conscientiously interested in support- 
ing the Sisters in their endeavor to reach high stand- 
ards, little progress would be made. But this is not as 
it should be. Every physician given the privilege of 
the hospital should be an active agent in its progressive 
welfare. He cannot be such unless he keeps informed 


on hospital advancement. The only way he can do 


this is by keeping himself informed on what is being 


done in the best-conducted hospitals, and this can be 


accomplished only by subscribing for, and reading, 
magazines devoted to this subject, such as Hospirar 


Proaress, HospirAL MANAGEMENT, and MoperRN 


HosPITAL, 
hospitals and clinics, and preferably by both methods. 


or by frequent visits to well-standardized 
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It seems not unfair to say that a majority of the 
attending staff are not doing this. With more than 
six hundred Sisters’ hospitals on the continent, there 
must be at least six thousand doctors in attendance. 
Most of these should subscribe to Hosrrrat ProGress 
hut it is doubtful if they do so. 

If uninformed men have the merit of trying to be 
actively interested in the hospital, they are perhaps 
more dangerous than the inactive staff member, be- 
cause “active ignorance is the most terrible thing.” 

Is there not some way whereby our Association 
through its central office might stimulate a greater and 
more intelligent activity in the whole staff member- 
ship? 

A spirit of divine unrest is needed. We would 
again appeal as we did in the September issue of Hos- 
PITAL ProGress, for a counseling together of the ad- 
ministration and the staff for better hospitals and 
more uniformly scientific treatment of the patients. 


HUMILITY IN THE HOSPITAL 
Comparing the Catholic hospitals of today with those 
of some decades ago, the contrast of exterior beauty and 
richness and interior comfort and equipment, is strik- 
ing. Our hospitals of today bear comparison in their 
buildings and furnishings with any system in the world. 

Becoming gratitude for these achievements is 
natural and right in those who have built up such im- 
posing institutions. Such a sense of grateful satisfac- 
tion is not incompatible with true humility. To recog- 
nize and acknowledge past successes should on the con- 
trary be an incentive to humility and to a candid con- 
fession of the many things still awaiting accomplish- 
ment before these great institutions achieve the per- 
fection which is their due. 

It has often been said that humility is truth. It is 
the frank recognition and acknowledgment of facts as 
they are. It gives due thanks for what is good and 
creditable, confessing at the same time that this comes 
by favor of God and with the help of His providence. 
It no more conceals the faults which have been com- 
mitted and the defects which exist, than it does the 
achievements and virtues which are to be recorded. 

In our hospitals as in all great enterprises, this 
virtue is beyond price. It gives an objective view of 
things as they are. If those in charge of the hospital 
shut their eyes to the real and solid achievements of 
their institutions they will be discouraged. If they fail 
to recognize the faults and defects which still exist, how 
can they ever correct them? Progress consists in the 
continuous improvement of the good which has already 
been achieved. Humility encourages progress by letting 
us see just where there is room for improvement. 

At the present time as never before, our Catholic 
hospitals are called on for an unceasing effort toward 
progress and improvement. More than ever now, to 


stand still is to slide back. The clear vision which 
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enables the hospital manager to see defects, to foresee 
future requirements, to acknowledge what is wrong and 
take measures to cure it, comes from humility. 

It is just to acknowledge that good as they are, our 
hospitals have not yet reached perfection. It would be 
miraculous if they had. They have struggled upward 
with extraordinary swiftness, and their wonderful 
progress is in a great measure due to the humility of 
their founders, always depending upon God, attempting 
what appeared impossible, with insufficient means, with 
inadequate personnel, with obstacles and difficulties 
which seemed insurmountable by human beings. 

The same spirit of courageous humility will enable 
their successors to continue the onward progress which 
they so capably began. The hospitals of the present 
must be as courageously humble and as humbly daring 
as those of the past. The times call for complete 
standardization. ‘To some this seems in their cireum- 
stances almost unattainable. Humility points the way 
to a determined effort, to acknowledgment of what is 
amiss, and persevering work to remedy it. 

The times call for a better education of Sisters who 
are to have responsibility in the hospital. It might be 
natural to deny this need, to insist that what was good 
enough for the past should be good enough for the 
future. Humility acknowledges the necessity and sets 
about providing for it. 

So through all requirements in which a hospital 
finds itself deficient, it is the natural inclination to 
shut one’s eyes to what is defective, to resent criticism, 
to resist improvement. But humility, with a clear 
vision, sees things as they are, is thankful for the good. 
and solicitous to remedy the evil. It goes forward with 
trust and courage, advancing little by little toward a 
perfect work. E. F. G. 

WHERE MINDS MEET 

October will be a month of meetings interesting to 
hospital workers. 

October 6th to 10th the American Hospital Asso- 
ciation convenes in annual session in Buffalo, N. Y. An 
extensive and practical program has been prepared to 
be participated in by representative hospital people from 
all parts of the country. 

Simultaneously in Buffalo the American Associa- 
tion of Hospital Social Workers will consider subjects 
to its particular interest. 

The seventh annual convention of the American 
Dietetic Association is scheduled for October 13th to 
16th at Swampscott, Massachusetts, with an extensive 
program on all phases of the nutrition field. 

The week of October 13th the Medical Association 
of the Southwest, and the American Child Health Asso- 
ciation meet in Kansas City, Missouri. 

These are the opportunity of the alert hospital man 
and woman—the doctor, the nurse, the dietitian, and 
the social worker. Common interests find common prob- 
lems, and ultimately common solutions. 











LTHOUGH the committee work of the Catholic 

Hospital Association, inaugurated at the 1923 

conferences under the general chairmanship of 
Rey. P. J. Mahan, S. J., regent of Loyola University 
School of Medicine, Chicago, is still in its initial stage, 
an excellent beginning has been made, as indicated by 
the reports of chairmen at the ninth annual meeting this 
summer. 

With some few changes in personnel, the committees 
as originally organized will continue their research 
throughout the year in an effort to present at the next 
yearly conferences, in 1925, reports which may form the 
basis of the Association’s recommendations in various 
phases of hospital work. 

A summary of the reports made this year is given. 

SURGICAL SUPERVISORS’ REPORT 

A very comprehensive questionnaire was issued by 
the Committee of Surgical Supervisors, which has as- 
sembled detailed and valuable data under the chairman- 
ship of Sister M. Assisium, St. Mary’s Hospital, 
Minneapolis, who reports in part: 

“A report has been drawn up on the findings from 
ninety-four hospitals which gave the desired information, 
or explained what is customarily done in each respective 
hospital. The data compiled represents only about 
eighteen per cent of the membership, and since the per- 
centage is so small it may be felt that it should not be 
considered representative of existing conditions at this 
time. JIlowever, in most cases there does not seem to be 
a great diversity of opinion. The percentage of those 
who did not answer many of the questions is large, and 
while it is a matter of regret that the statistics do not 
furnish as much information as we might wish for, we 
trust that in the future others will not hesitate about 
bringing the difficulties of the operating room before a 
body whose sole motive is to aid, to promote, and to 
improve. 

“In conclusion, may I suggest that during the com- 
ing year we limit our field of activity to the solution, or 
attempt to arrive at a solution, of only a few of the most 
important problems with which we are. constantly 
confronted ? 

“Among those upon which I would like to see a 
definite decision made are the following: 

“First, under regulations: 

“Who should be responsible for checking up on his- 
tories at the time the patient is brought to the operating 
room ? 

“According to the findings of the questionnaire the 
opinion is divided. The majority seem to feel that it is 
the duty of the operating room supervisor, and others 
place the responsibility on the floor supervisor, the intern, 
the record clerk, and the surgeon. 

“Second, under personnel: 

“Tf a nurse shows no adaptability for surgery, should 
she be retained for the regular period or be allowed to 
receive extra training in some other department where 
she has shown talent? And vice versa. 

“The data on hand leads us to believe that this 
matter is largely regulated at the present time by each 
state. 

“Third, under equipment: 

“Should the cystoscopy department be under the 
supervision of the operating or x-ray department ? 

“The majority seem to feel that this department 
should be under the supervision of the operating room. 
“Fourth, under procedure: 

“What is the best method to facilitate the accurate 
counting of sponges during operations? Is it considered 


good technique to use different sizes of tapes, with rings, 
and do away with small sponges for abdominal opera- 
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tions? If so, suggest a good method for keeping the tape 
and ring count. 

“Three counts is the method used in the greater num- 
ber of our hospitals, if I may judge by our findings, and 
the majority consider it good technique to use different 
sizes of tapes, with rings, and do away with small 
sponges for abdominal operations. 

“What method is followed whereby operating room 
supervisors can judge the ability of the operator? 

“There is much diversity of opinion on this point, 
and the percentage of those who did not answer the ques- 
tion is so large that we can well afford to put more effort 
on the question. 

“Sixth, under training: 

“Are individual demonstrations of surgical tech- 
nique necessary? (That is, to each nurse, or to a group 
of two or three nurses as they come for surgery.) 
Should these demonstrations be included in the cur- 
riculum, and by whom should they be given—the instruct- 
ress, or a supervisor from the operating room department ? 
“Lastly: 

“What are the Sisters’ ideas or experience in regard 
to making the pupil nurses more alert and responsible 
in the operating room? What responsibility should be 
expected of them? 

“The findings on this question are so varied, and 
again the percentage of those who failed to make an 
answer is so large, that we shall have to begin at the 
foundation.” 

Some of the questions asked, and the answers made 
by the majority of the 94 hospitals which responded, are 
given: 

How long should a patient be required to be in the 
hospital before admission is allowed to the operating 
room? Twenty-four hours (opinion of 45 hospitals). 

What. surgical preparation, i. e., catharties and 
enemas, are necessary before an operation? Cathartie, 
with enema night and morning (34); as prescribed (32). 

Is a complete history, physical examination, urin- 
alysis, complete blood count, taken before patient goes to 
operating room? Yes (78). 


How much history should be required? Complete, 
ete. (70). 
Should routine urinalysis be required? Yes (92). 


Should morphin be given before an operation? Only 
when ordered by doctor (47); yes (34). 

Who should be responsible for checking up on his- 
tories at the time patient is brought to operating room? 
Operating room supervisor (26); floor supervisor (17); 
intern (16); surgeon (15); record clerk (13). 

Should patients be allowed in operating room when 
they refuse to undress and be clothed in suitable apparel, 
even if only local anaesthetic is to be used? No (80). 

Could objection be raised to a patient’s walking to 
the operating room if patient’s condition does not forbid? 
Yes (50): no (35). 

Should relatives ever be allowed to come into operat- 
ing room with patient? If so, under what conditions? 
No (35); yes (23); at surgeon’s request (12). 

How long should they be allowed to remain? Until 
the patient is asleep (32); should not be allowed at all 
(18); as long as the surgeon wishes (16). 

What is the general attitude toward allowing pa- 
tient’s relatives and friends in the operating room and 
corridors during operations? It is to be discouraged (63). 

What are the best means to keep them away? Have 
them remain in the waiting room, where word is sent 
them from time to time (25); explain to them that they 
might bring infection into the operating room (16). 

Should an anaesthetic be given to the patient in the 
anaesthetic room or operating room? Anaesthetic room 
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(43); operating room (28); either (16). 

Should the department send the patient to the 
operating room or should the operating room send for the 
patient? Operating room should send for patient (33); 
department should send patient to operating room (10). 

Who should accompany patient back to the depart- 
ment—assistant, nurse, or anaesthetist’ Anaesthetist and 
nurse (41); anaesthetist (29). 

What is the nurse called who waits upon the scrub 
nurse during the operation? Circulatory nurse (26); 
unsterile nurse (22). 

Personnel 

Should student nurses “scrub” for “clean” major 
operations‘ If so, after how much training in the 
operating room’ Yes, they should (93); should have 
from two to five months’ previous training (47); should 
have from three to six weeks’ previous training (35). 

Do you have two scrubbed nurses for each operation / 
And why? No (54); ves (37). Why? For major opera- 
tions (17); one for sponges and one for sutures (13); 
when learning (13); when surgeon does not have two 
assistants (7). 

If there is a graduate and a student nurse serubbed, 
does the student nurse take the same responsibility she 
would if she alone were scrubbed? Yes (53); no (35). 

Ilow many nurses are usually required to assist and 
run a room during a major operation’ Three (52); four 
(17); two student nurses (13). 

For an operating suite of eight rooms that average 
300 operations a month, how many student nurses are 
necessary / Sixteen nurses (12); from six to eight 
nurses (10); from nine to twelve nurses (9); from twelve 
to fourteen nurses (8). 

Ilow many graduates for this purpose? Three to 
four (14); two (19); five to seven (8). 

How many anaesthetists’ Four to six (27). 

IHIow long should student nurses remain in operating 
room’ Three to four months (44); four to six months, 
depending upon requ‘rement of each state (38). 

How long should a nurse be in the surgery before 
being permitted to run the suture table? One to two 
months (50); three to four months (20). 

In which year should student nurses receive their 
surgical training? In the third vear (48); second half 
of intermediate year (55). 

If a nurse shows no adaptability for surgery should 
she be retained for the regular period or be allowed to 
receive extra training in some other department where 
she has shown talent, and vice versa’ She should have 
whatever the state requires (43); she should receive only 
the necessary training (38). 

Tow much annual vaeation should be allowed assist- 
ant supervisors? From two to four weeks (53). 

Should it be divided or taken all at once? Taken 
all at once (24); divided (19); optional (8). 

What salary should be paid assistant supervisors? 
From $75.00 to $125.00 monthly (32). 

What salary should be paid supervisors? From $90.00 
to $135.00 monthly (19); from $150.00 to $200.00 monthly 
(9): $300.00 and maintenance monthly (1). 

What salary should be paid anaesthetists 7 From 
$100.00 to $140.00 monthly (14); from $150.00 to $200.00 
monthly (8). 

What time should be allowed off duty daily? From 
two to four hours (56): no time off, eight-hour duty (10). 

What time should be allowed off dutv weekly? One 
half day weekly (32); one day weekly (20). 

Should they be required to answer night ealls? Yes 
(41): no (25); yes, in turn (11). 

Should they be resident? Yes (62). 

Is there a move against maids cleaning instruments? 
Yes (46): no (34). 

Against orderlies shaving area of operation? No 
(62): ves (18). 

Should the intern act as first assistant? Yes (64). 

If he does not act as first assistant at several opera- 
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tions how will he become an efficient surgeon? He 
should always be first assistant (35); he should have a 
special course (9); interns will have no difficulty in be 
coming efficient if the hospital operates a clinie (3); it 
depends upon the surgeon’s wishes (2). 

When a surgeon is operating for another doctor 
should the intern act as first or second assistant? Leave 
this to the judgment of the surgeon (28); as second 
assistant (27); as first assistant (22). 

Can any one suggest how to make interns more 
satisfied’ Ilave more active surgical work in surgery 
(27): good housing conditions and good food (4); allow 
them to study all cases in the hospital (3); make them 
live up to the rules, and if their work is satisfactory tell 
them so (3). 


Do vou think first vear interns are qualified to be 
first assistants at major operations‘ Yes (33); no (26). 
Equipment 


Are an up-to-date operating room table, sufficient 
tables, stools, basins, and spot-light sufficient equipment, 
with the addition of the sterile supplies placed there for 
each operation’ Yes (75); should have cautery and sue- 
tion apparatus (4); should have instruments and ligatures 
and sponge rack (4); lung motor and oxygen eylinders 
should be within reach (2). 

Is it not true that unnecessary pieces of equipment 
are only germ receivers’ Yes (87). 

Should “clean up” sinks and basins be in the operat 
ing room proper‘ No (85); yes (7). 

Should the cystoscopy department be under the 
supervision of the operating or x-ray department / 
Operating department (50); x-ray department (30). 

Should the hospital supply proctoscopes, Cystoscopes, 
and like special apparati, or should each specialist supply 
his own’ Each specialist should supply his own (69); the 
hospital should supply the special apparati (22). 

Is the operating room the ideal place for autoclaves ? 
No (42); ves (36); they should be in the sterilizing room 
(6). 

When a non-resident anaesthetist administers the 
anaesthetic what charge should the hospital make for 
materials used ¢ Should make ho difference in the charge 
(42); the anaesthetic is included in the flat operating 
room fee (9). 

When a non-resident anaesthetist administers the 
anaesthetic what charge should the hospital make for the 
use of apparatus? The regular charge should be made 
(14). 

What charge should be made for the anaesthetic 
given by the resident? From $5.00 to $10.00 (27); we 
make no charge (13). 

Should dressing supplies for the departments be dis- 
pensed from the operating room’ Yes (43); no (38). 

Operating Room Procedure 

Who should dictate the technique to be used? The 
supervisor (35); the surgeon (16). 

The changes to be made in same? The supervisor or 
the surgical department (60); the committee on surgery 
(15). 

Ilas the sunervisor the authority to enforee the tech- 
nique? Yes (83). 

Would a standard technique for doctors and nurses 
be possible or advisable? Yes (49); no (34). 

Would it not be very diffieult to attempt to train all 
surgeons to adopt one technique? Yes (70); we have no 
diffieulty (11); no (9). 

If the surgeon fails to follow the established tech- 
nique in “scrubbing up,” should he be denied the privi- 
lege of operating’ Yes (40); no (18); he should be 
corrected (12): not if his technique is good (11). 

If his technique is poor throughout the operation 
should he be reminded of the fact? Yes (87). 

If he fails to improve what should be done? Report 
the matter to the staff (32); forbid him to operate (29). 

HIow long before an operation should the area of 
operation be prepared / From 12 to 18 hours before (67). 
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If there is an established technique on this point 
should the surgeon be allowed to vary at pleasure? No 
(39); yes (35). 

Should the surgeon make a note on the surgical ree- 
ord that the sponge count was correct? Yes (67); no 
(18). 

Who is responsible for this count, the surgeon or the 
surgical nurse, although she may be a pupil? The surgi- 
eal nurse (37); the surgical nurse and the surgeon (25) ; 
the surgeon (19). 

Likewise with regard to drains and packs? The 
surgeon and nurse (23); the surgeon (22); the surgical 
nurse (19). 

Do you not find that some surgeons, somewhat. lax in 
this respect, try to put the entire responsibility on the 
nurses? Yes (44); no (27). 

Discussion of this question: 

According to law the surgeon is responsible. 

We insist that the doctor wait until the operating 
room supervisor is satisfied with the sponge count. 

The surgeon keeps the count as he uses them. 

We have count before and after the operation. 

The surgeon should aid in the sponge count and the 
responsibility. 

There 
mechanical means. 

The surgeon should take some part of the responsi- 
bility. 

The count should be kept by the surgical nurse and 
verified by the circulating nurse. 

The law in Indiana places the entire responsibility 


are ways of preventing such accidents by 


on the surgeon. 
Usually the “big” 
the responsibility. 
There should be careful 
operator and the assistants. 
The surgeon signs for drains inserted. 
The greater responsibility is on the nurse, although 


man assumes the greater part of 


cooperation between the 


the surgeon is responsible too. 

What is the best method to 
counting of sponges during operations ? 
(58). 

Is it considered good technique to use different sizes 
of tapes, with rings, and do away with small sponges for 
abdominal operations’ Yes (42); no (15). 

If so, suggest a good method for keeping the tape and 
ring count. Mark the count before and after (19). 

Is the sponge rack reliable? No (31); ves (23). 

In using sterilization for gloves, is ten minutes under 
fifteen pounds of pressure considered sufficient to insure 
necessary sterilization? No (44); ves (25). 

Would not fifteen minutes at fifteen pounds of pres- 
sure be more reliable? Yes (50). 

Is iodine for sterilizing the operative field considered 
the best method to use? Yes (77). 

What. ner cent? From two to three and one-half per 
cent (43); from three and one-half to seven per cent (36). 

Ts it necessary to fumigate the operating room after 
a septic case? No (53); ves (28). 

If not, how would one disinfect the room? 
with antiseptic solution and soap and water (53). 


facilitate the accurate 


Three counts 


Wash 


Is it desirable to have a surgical committee to handle 
operating room difficulties? Yes (54); no (26). 

Could such a committee the 
authority? No (37); ves (29). 

Ina hospital attended by a closed staff should all the 
members of the staff be looked upon as efficient in their 
specialty? Yes (61). 

What action should be taken if a specialist digresses 
from the line of work in which he has been granted staff 
privileges? Refer the matter to the surgical committee 
(23); the superintendent should remind him of the fact 
(14). 

By whom should action be taken? 


weaken supervisor's 


3v the Sister 


superior and the executive board (37); by the staff (23). 
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If a surgeon has repeated bad results, should the facts 
be brought before the governing body? Yes (67). 

Hlow and by whom? By the executive committee 
(31); at the monthly staff meetings (13); the operating 
room supervisor reports to the chief of staff (10). 

Should there not be a surgical committee appointed 
to pass judgment on a young doctor who is desirous of 
being admitted to do surgery’ Yes (65). 

Ilow much experience should he have before being 
allowed to operate without senior supervision’ From two 
to five years (21); it depends upon the ability of the 
surgeon (15); upon completion of internship (10). 

Could not this same committee observe the 
surgery that is being done in the various rooms, inasmuch 
as it is almost impossible for the operating room super- 


Yes (42); 


also 


visor to keep such a close check on the work / 
no (16). 

What method is followed whereby operating room 
supervisors can judge the ability of the operator ¢ Close 
observation by the operating room supervisor and a check- 
ing of results (41). 

Ilow should doctors be treated who do not come at 
the appointed hour? They should be made to wait and 
forfeit their time (62). 

Training 

Do student nurses derive more benefit from lectures 
and quizzes in operating room technique before or after 
their practical work? After (68); before (14). 

Should pupil nurses have a course of lectures on 
surgical technique before entering the operating room ? 
Yes (87). 

If so, ts 
(38); operating room supervisor (38). 

Are individual demonstrations necessary 4 (That is, 
to each nurse or to a group of two or three nurses as they 


whom should lectures be given? Surgeons 


come for surgery.) To groups (55). 

If student nurses are carefully supervised by the 
supervisor or one of her assistants, would any other 
demonstration be necessary’ Yes (41); no (39). 

Is it useful that a reference book of surgieal tech- 
nique of the operating room be placed in the hands of 
each nurseé Yes (67); no (15). 

In training of nurses in the surgery how much class 
work should the nurse have? As the state requires (21); 
sixteen hours (13); from eight to twelve hours (12). 

Are two months sufficient time for pupil nurses to 
train in the surgery? No (79). 

Are six months considered too long for an operating 
room service for a nurse? No (49); ves (30). 

Is it not true that we have some students who have 
no aptitude for surgical work? Yes (57); no (20). 

Should they receive as long a course as the others? 
Yes (45); no (33). 

In the surgical training of should be 
considered first, the nurse’s training or the patient’s good ? 
The patient’s good (87). 

Is it enough that student nurses get a general idea 
(thorough) of technique? No (47); yes (33). 

Can this general, thorough idea be gotten “serubbing” 
for nose and throat, perineal work, and work that can be 
diagnosed “pus” before an operation? No (68). 

Is it giving the surgeon the best possible service when 
each month or so he has a nurse who is not familiar with 
his methods of working? No (7s). 

If the surgeon is working at a disadvantage does not 
this mean that the patient is not getting a fair chance? 
Yes (78). 

Is not the primary eause of the hospital’s existence, 
the patient? Yes (85). 

Should nurses be considered equipped as surgical 
supervisors after the course they receive in their train- 
ing? No (79). 

Should the operating room nurses work in the wards 
on Sundays and holidays? No (79). 

What are the Sisters’ ideas or experience in regard 
to making the pupil nurses more alert and responsible in 


nurses what 





















s 


™ 








the operating room? What responsibility should be 
expected of them? It depends upon their ability for 
responsibility (31); each should be held responsible for a 
given part of the work (10); careful supervision will 
make them responsible nurses (8); it should not be 
expected of student nurses (7). 

Since the hospital staff is supposed to teach the 
interns and nurses, do vou not think that they should give 
more detailed instructions to the student nurses during 
the actual course of their operations? Yes (54). 

Working with Sister Assisium on this committee were 
Sister M. Florence, Merey Hospital, Baltimore; Sister 
Mary McGrath, St. Bernard’s Hospital, Chicago; Sister 
M. Agnes Therese, St. John’s Hospital, Cleveland, Ohio; 
Sister M. Pasealine, St. Joseph’s Hospital, Kansas City, 
Mo.; Sister M. Walburga, St. Mary’s Hospital, Duluth, 
Minn.; and Sister M. Berenice, Santa Rosa Infirmary, 
San Antonio, Tex. 

RADIOLOGICAL TECHNIQUE 

Sister M. Liberia, R. N., R. T., Creighton Memorial 
St. Joseph’s Hospital, Omaha, Nebraska, chairman of the 
Committee on Radiological Technique, has been assisted 
by Sister M. Lourdes, Mater Misericordiae Hospital, 
Sacramento, Calif.; Sister M. Charlotte, St. Joseph’s Hos- 
pital, Dubuque, Iowa; Sister Maxentia, St. Mary’s 
Hospital, Minneapolis, Minn.; Sister M. Pascal, St. 
Joseph’s Hospital, Lewistown, Mont.; Sister M. Berenice, 
St. Catherine’s Hospital, Brooklyn; Sister M. Benignus, 
Providence Hospital, Moose Jaw, Saskatchewan, Canada; 
Sister M. Rita, Pittsburgh Hospital, Pittsburgh, Pa.; 
Sister M. Hedwig, St. John’s Hospital, Salina, Kans.; 
Miss Alma O. Carlson, Vietor X-ray Corporation, Chi- 
eago; Rev. W. P. Whelan, S. J., Creighton Memorial St. 
Joseph’s Hospital, Omaha; Dr. George Simanek, chief of 
staff, St. Joseph’s Creighton Memorial Hospital; Dr. A. 
F. Tyler, chief of x-ray department, St. Joseph’s 
Creighton Memorial Hospital; Dr. James F. Kelly, chief 
of x-ray department, St. Catherine’s Hospital, Omaha, 
Nebraska; and Dr. Leo Pariseau, Hotel Dieu of St. 
Joseph, Montreal, Quebec, Canada. 

Sister Liberia made the following report from replies 
to more than 100 questionnaires. 

All the hospitals responding to the questionnaire are 
equipped with radiographic and dark room service and 
only one of the hundred is not equipped for fluoroscopic 
examination. Ninety-seven are equipped for superficial 
therapy and thirty-six for deep therapy. FEighty-two have 
a Sister in charge of the department. Twenty-three have 
nurses. Thirty-three have intern service in the depart- 
ment and ten have pupil technicians. Fifty-two are 
equipped with a bedside unit and eighty-two with a Bucky 
diaphragm. Ninety hospitals follow the routine of mak- 
ing a general examination of the patient before requesting 
the x-ray examination. It appears to us that this routine 
is wise because it gives the physician in charge a more 
complete knowledge of the case as well as minimizing 
unnecessary exposures and x-ray films. 

Sixty-seven of the hospitals have submitted forms 
which are used for requisitions and reports of x-ray 
examinations. In fifty-nine hospitals the x-ray depart- 
ment is adjacent to the surgical department, making it 
more convenient for the fluoroscopic reduction of frac- 
tures and removal of foreign bodies. Seventy-eight 
hospitals have a physician roentgenologist in charge of 
the department, while twelve follow the svstem of having 
an attending physician make his own interpretation of 
plates made by the technician in charge of the depart- 
ment. 

The treatment is directed by the medical roentgeno- 
logist in sixty-four hospitals; in nineteen it is directed by 
the physician attending the patient. In seventy-nine the 
radiologist acts as a consultant with the other members of 
the staff. In fifty-one the radiologist receives a percent- 
age of the gross receipts: in fourteen he is paid a flat 
salary. In thirty-three hospitals the work is supervised 
by a physician radiologist, and in three hospitals by the 
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attending physician. In eighty-three the hospitals own 
the x-ray equipment and collect the fees. 

The x-ray tindings are written in ninety-four hos- 
pitals, a copy of the findings being tiled with the patient's 
chart in ninety-two hospitals. 

It would appear from the answers to this question- 
naire that the majority of Catholic hospitals are equipped 
with x-ray apparatus sufficient to take care of their needs, 
and that in most cases a physician radiologist supervises 
the work of the department. ‘The committee believes 
some arrangement could be made whereby the small insti- 
tutions would have the advantage of the physician radio- 
logist, as this would afford the greatest service to the 
patient and members of the staff. 

As Dr. James T. Case has said: 

“It is apparent that the interpretation will be all the 
more valuable and helptul if the roentgenologist is fur 
nished with the history and such clinical data as are 
available up to the moment of the roentgen ray examina 
tion. Moreover, the roentgenologist should not be treated 
as if he himself were constantly on examination and every 
patient sent to him as a catch problem. Ile should be 
regarded as a colleague and be provided with every fact 
likely to assist him not only in the interpretation of the 
ease in hand, but also in his own development into a 
better, broader, and more useful clinician.” 

It is urged that this close cooperation between th 
x-ray department and the other departments of the hos- 
pital be the ideal sought. 

It would appear from answers to the questionnaire 
that relatively few hospitals are keeping a cross-index of 
the work done in the x-ray department. The committee 
believes that cross-index has great usefulness and that it 
should be kept both by anatomical parts and by subject. 

It is further suggested for the development of this 


work that each institution build a film library. This 
could be made up of from six hundred to one thousand 
films covering every variety of disease. If tilms of 


superior quality are later obtained they can be substituted 
for those of inferior quality in the files. With these tilms 
brief notes could be filed, giving the salient points in the 
history, clinical, operative, and microscopical findings in 
the particular case. A film library of this type would lx 
invaluable as the vears.pass by. 

To summarize, we make the following suggestions: 

1. Tlave the x-ray department adjacent to the oper 
ating pavilion. 


2. Let the roentgenologist be a physician. 

3. Let the technician be a Sister. 

4. Let the requisition blanks and records be wni- 
form. 


5. Let there be perfect cooperation between the 
roentgenologist and the staff 
OBSTETRICS 

This committee was composed of Sister Marv Alice. 
St. Joseph’s Hospital. St. Paul, Minn.. chairman: Sister 
Marv Cevhas. Merev Hosnital, Cedar Rapids, Towa: Dr. 
Alexander H. Schmitt. chief of staff. Misericordia Tos 
vital. New York City: and Dr. Walter G. MeGuire. 
Misericordia Hosvital. Chicago. 

Report of Seventy-five Hospitals 

Average of Bed Capacity: 

Up to 100 beds—Obstetrical patients average 


RE a OEE Papen te SP Eee 20 
Up to 200 beds—Obstetrical patients average 
OO SE Sheds sha reac kbchescalia news 45 
Up to 300 beds—Obstetrical patients average 
RE LS Bape e i AR Les 60 
Up to 400 beds and over—Obstetrical patients 
I OE Be 6 vices cinésncGsszecewans 120 
Number of Deaths Following Delivery of Mothers per 
Year: 
1 to 10 deliveries per month................ 0-2 
10 to 25 deliveries per month............... 1-3 & 5 


1 hospital averages 18 deliveries per month 
1 hospital averages 18 deliveries per month 


Oe Se Ot ND i exadccacesdevonces 14 
1 hospital averages 22 deliveries per month 
ee Ge NE a oon v dca cccuctccscnes 22 
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1 hospital averages 30 deliveries per month 


and deaths per YOOT. .....cccccccsccsecs 10 
Some hospitals average 25 to 50 deliveries per 

month, deaths per year........ceseceees 1-4-5 
ee | SN rere re tree re TT tee er 10-20 


Number of New-born Deaths per Year 
18 to 45 new-borns a month. Deaths per year... 7-8-12 
45 to 60 new-borns a month. Deaths per year. ..14-16-19 


oe are errr 39 
60 to 120 new-borns a month. Deaths per year... 6-41 
Cesarean Deliveries 
Pe OE IID, noo cnc cncccncddees de Seaenees awn 2-3 
AES RS ee Ne Pe ee ee ere eee 7-8 
1 hospital reported 16 deliveries a month. Cesareans 
MOREL CTC LETTE CTT ee eee erie 14 
1 hospital reported 14 deliveries a month. Cesareans 
SE cia he Reed aken seen den Cha are ae Ke hes 9 
1 hospital reported 26 deliveries a month. Cesareans 
ROP rT rere tere ee eee eer 14 
Causes of Infants’ Deaths Were as Follows 
ER Rm rrr heen are er 5 
I od aia erie Sas, CS kD we OS RO 5 
SE PE CTE PTE rE ee 16 
: MINI 5 ase Kce ste cent ceeinspawscinn ee 2 
I ahi iad awe Miwa bane Ce Cea te eee 24 
SA Se ee ee ear ee re eer ee 75 
I agai tis Gra aie Wau ar tae Ook ee ee aae wae 1 
EEL ET OA E OE CEE EP PE ete 5 
NN IE SI oo dc wa acnacieeeseceace sess nae 2 
Ee ee ee ee 1 
ech ceed Cae aak D eS Ke ee Re Ee 2 
ii aS Cn CARRE SAN REE SRE RAAT A 2 
ale ctae sia w chmarsieuhR Wc we be Mee OIC 1 
NT NN, io aan Gis a Gobet ila iene CMe a a 4 
NE en ee rere er eee ee 1 
ID oie sire ec ateesib meee eee aes laws eae 
aa ahve ari aa wnat eine le ncaih me wa nsw aie 3 
ise gin Shi are DH CNA aD a aR eae 1 
i PO oy a ccind cakes adawd woes eanies 18 
PC. eate eel. Le heeiant basin eked hee ewag Aas 8 
eet x teats Ii aha beer SEGURA W nse ei oe Wine eC RR 12 
EE ee ee eer eee oe ee 20 


54 hospitals have delivery rooms on the same floor with 
the patients. 

16 hospitals have the delivery rooms on different floors. 
Accommodations for septic or fever cases following 
deliveries or abortion, epidemic infections, ete. 

1% hospitals isolate on obstetrical floor with a special 
nurse. 

$1 hospitals isolate them in a separate department. 

2 not any accommodations. 

25 hospitals are placing the senior student nurses on 
special duty with obstetrical cases. 

 oceasionally. 

The average number of eases taken care of by a 
student nurse varies from 3-6 and in a ward 15-16. 

60 hospitals have 2-3-4 attendants in the delivery room, 
majority 3. 

t hospitals report an intern, one graduate nurse, and 
one student nurse present. 

30 supervisors of the obstetrical division have had special 
training from six weeks to four months. Two super- 
visors had a course of six months. One supervisor 
had a course of one vear. 

16 supervisors have had no special training, experience 
varying from one year to twenty years. 

Views on Presence of Relatives in Delivery Room 

75% allow no relatives or friends present. 

22% allow husband or mother of patient. 

In the Nursery: 

80% allow no visitors. Infants may be seen through 

glass door. 

5 hospitals give demonstrations of infants’ baths to 

mothers before discharging them. 

t hospitals have no nursery and babies are kept in 

mothers’ room, but bathed in bathroom. 


System of Identifying Babies 
7 hospitals use Deknatel beads. 
t hospitals use foot prints of babies and finger prints of 
mothers. 
10 hospitals use tag of adhesive with room number. 


» 
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2 hospitals use tape with name written on in indelible 
ink. 
11 hospitals use wristband of adhesive with name and 
room number. 
3 hospitals use crib marking. 
3 hospitals have no nursery and babies are placed in 
mothers’ rooms and not marked. 
30 hospitals give perineal care at special time. 
31 hospitals only p. r. n. 
20 hospitals use a tray. 
2 hospitals use a eart. 
1 hospital has a tray equipped in each room. 


Obstetrical Preparation as Follows 
Bath—S. S. enema. 
Shave off perineum. 
Serubbing with green soap and water. 
Rinsing with sterile water and bichloeride solu- 
tion 1-1000. 
Sterile pads applied. 
3 hospitals take a urinalysis of each patient. 
12 hospitals allow the student nurse to make rectal 
examinations under the supervision of an intern or 
a graduate nurse. 
2 hospitals disapprove of this routine very much. 
50 hospitals give their students delivery room training 
for a period of two months, following their surgical 
training or the last of their senior year. 


PEDIATRICS 

Sister Mary Therese, R. N., Misericordia Hospital, 
Chicago, chairman of the Committee on Pediatries, 
issued a questionnaire to which 135 hospitals responded. 
lorty-eight of these have no pediatric department and 
are not afttliated with any hospital having such a depart- 
ment. Twenty-one of the remaining eighty-seven have 
a combined depariment; that is, they care for the new- 
born and the child in the same department. Four have 
separate buildings for pediatrics and six are affiliated 
with children’s hospitals. 

Only twenty-five pediatric departments have a 
southern exposure. Sixteen have a location entirely 
north; eight a southwest exposure; five northwest, and 
ten south and east. 

Thirty-eight hospitals have an isolation or observa- 
tion department. Two of these keep the newly admitted 
in isolation for three weeks, four keep them isolated for 
two weeks, and three for one week. The others vary from 
one to ten days. 

In the routine admission tests twenty-two hospitals 
make nose and throat cultures, sixteen make vaginal 
smears, forty-four make a urinalysis, eight make a Was- 
sermann test, three make a Schick test, and only one has 
a Moro test as routine. Ten hospitals make no routine 
tests of any kind. 

Answers to the question of breast-feeding are encour- 
aging in many cases although twenty-nine hospitals left 
an ominous blank line where a report was expected, and 
twenty-one hospitals make no effort to secure breast milk. 
The bright side of the investigation shows that breast- 
feeding is beginning to be appreciated. Six hospitals 
report that wet nurses are emploved, and six others make 
various efforts to procure breast milk through the agency 
of social service workers or institutions. 

Daily weighing predominates in the hospitals, and 
forty-six use a weight chart. 

A fifth of the hospitals are saving stools as a guide 
to feeding, and thirteen are using them for clinical 
purposes, 

Questions on proprietary foods show that there are 
fourteen hospitals which are not using any proprietary 
foods. The conelusion is that these care only for obstet- 
rical patients. Seventeen are using Dryeo, ten Protein 
Milk, five S. M. A., eleven Mellin’s Food, and eleven 
Eagle Brand Condensed Milk. The reports do not 
explain whether the Eagle Brand and Mellin’s Food are 
used as a food or just as sugar 

















Ss 


iat ee ae a oe ee ee 
_—- ‘5 a 


Se 


Pf) “f) 


 , 


eC 

















Thirty-tive hospitals use pasteurized milk, while 
forty-two use certified milk. It would be advantageous 
to know the reasons for using certified milk. 

Nearly all hospitals care for the utensils used in the 
preparation of the food, either by boiling or sterilizing 
in an autoclave. 

In marking bottles four hospitals use wire crates and 
seven use metal tags. It would be instructive to hear 
further from those who can tell the advantages of these 
more sanitary appliances over the old adhesive tape and 
gummed labels. 

Forty-one out of 135 supervisors are listed as having 
special training in pediatrics. 

In fifty-four hospitals the obstetrician is responsible 
for the new-born. In eighteen the pediatrician is respon- 
sible. The committee considers this quite an advance 
and cherishes the hope that in the near future the babe 
will come into its own by the exclusive care of the 
pediatrician. 

The following doctors are advisory members of the 
Pediatrie Committee: 

Robert A. Black, Merev Tlospital, Chicago; W. FE. 
Bannen, St. Francis Hospital, La Crosse, Wis.; Paul C. 
Carson. St. Francis Hospital, Wichita, Kans.; FE. A. 
Cayo, Santa Rosa Infirmary, San Antonio, Tex.; Albert 
Charlebois, Misericordia Hospital, Ottawa, Ontario, 
Canada: Joseph P. Costello, St. Mary’s Infirmary, St. 
Louis, Mo.; Edgar B. Friedenwald, Baltimore, Md.; 
ITenry F. Tlelmholz, St. Mary’s Tlospital, Rochester, 
Minn.; W. H. Hennegar, St. Joseph’s Merey Hospital, 
Dubuque, Ia.: John MeQuade, St. Elizabeth’s Infant 
Ifospital, San Franeiseo; William F. O’Donnell, George- 
town University Hospital, Washington, D. C.; Frank H. 
Rochford, Misericordia Hospital. New York City; O. W. 
Rowe, St. Mary’s Hospital, Duluth, Minn.; Paul L. 
Sonda, Providence Hospital, Detroit. Mich.; and Arthur 
Stern, St. Elizabeth’s T[ospital, Elizabeth. New Jersey. 

Sister Mary Elvira of St. Joseph’s Hospital, Omaha, 
Nebraska, and Sister Mary Gilberta of Merey Hospital, 
Chicago, are other members of the committee. 

PHARMACY 

The committee on pharmacy has been in communi- 
eation with colleges of pharmaey and state boards relative 
to courses of study pursued and to state requirements 
for registration. Fifteen states now require graduation 
from high school and a recognized college of pharmaey. 
Indications are that in the near future all or most states 
will demand that an applicant for registration have a 
high school edueation and be graduated from a_ three- 
vear course in a college of pharmacy. 

A recognized school of pharmacy is one holding 
membership in the American Conference of Pharmaceuti- 
eal Faculties, and must follow the approved outline of 
requirements for standardization of schools and colleges 
of pharmacy adopted by the National Association of 
3oards of Pharmacy. 

The committee recommends that a curriculum of 
study be adopted from some approved school of pharmaey, 
such as the school at Fordham University, and that it 
be followed, with omission of technique pertaining to 
commercial pharmacy, and pharmaceutical jurisprudence, 
which would not be practical in hospital pharmaey. 
There might be substituted, hospital technique and 
methods of conducting a pharmacy, with details as to 
buying of drugs, system of arranging drugs in the phar- 
maey, methods to be employed in the work to expedite 
compounding, ete., to insure prompt and efficient service. 
It seems advisable that the planning of a schedule of 
study be left to the person or persons who teach the 
specific subjects. 

From answers received to questionnaires sent to all 
hospitals of the Association, the committee formulated 
the following general conclusions: 

For convenience and the expedition of business the 
pharmacy is best loeated on the first floor, as near the 
eenter of the building as possible, next to the bookkeep- 





HOSPITAL 





PROGRESS 409 





ing office with an open slide in the wall between. Since 
the pharmacist practically lives in the pharmacy, amidst 
the odor of drugs, good ventilation is a vital necessity 
for the maintenance of health and efficiency. 

Light is another important factor, not only as rr 
gards health but also in the work of compounding medi- 


cines, the accurate reading of prescriptions, labeling of 
The best light for the 
dispensing room enters from the southeast or northwest 
angle. Windows in these positions admit the mild rays 
of the sun at an early and late hour of the day. As a 
rule no very large supply of drugs is kept on hand in the 
hospital pharmacy; some of the stock is being replaced 
from day to day. Consequently there is very little 
danger of deterioration of medicines in general through 
the medium of light. If the physical and spiritual well 
being of the pharmacist be taken into consideration, no 
pharmaey should be so located that the sunlight can not 
enter at some period of the day. 

The storeroom adjoining the dispensing room. is 
most convenient, but if it is on the floor below it would 


medicines for patients’ use, etc. 


be most practicable to have it connect with the dispensing 
room by a private stairway, and equipped with a dumb 
waiter to lift heavy packages needed in the pharmacy 
above. A small automatic elevator connecting each floor 
with the pharmacy is an ideal arrangement for the most 
prompt service. It insures a great saving of time and 
energy on the part of nurses, as they may place their 
orders, prescriptions, bottles, ete., on the waiter and ré 
ceive them filled without leaving the floor. 

In the pharmacy (on account of the time spent in 
taking otf each prescription, box, bottle, ete., sent to be 
filled, and replacing the same on the waiter) the revers 
is true, as may be clearly seen. While this is satisfac 
tory to the pharmacist, since the patients receive their 
medicines as promptly as possible, still she has less time 
to devote to compounding, and in order to maintain 
efficiency a little more help is needed in the pharmacy. 

As to the electric waiter. It is provided with two 
shelves. Upon the upper may be placed also a box or fil 
to hold all prescriptions and orders, all empties and con 
tainers to be refilled also. The lower shelf is divided into 
small compartments corresponding to the number of halls 
or floors in the hospital and marked for each respectively. 
In each compartment are placed all medicines belongi: 
to a particular floor, securing perfect system and order 

A telephone in the pharmacy is very useful wher 
some emergency arises and a saving of time is essential. 
Telephone orders as well as all othe rs are requested 
writing. If the order is given by a physician or nurs 
the hospital it is written out by some while it is being 
filled. The pharmacist checks the written order with the 
finished product before giving it out, thus eliminating 
mistakes which might prove serious. 

It is not wise to interrupt the pharmacist in the 
middle of a prescription while she is compounding. since 
it may easily lead to a mistake. ITenee, where an elec 
tric waiter has not been installed, the half-door with shelf 
attached, or some similar arrangement for empty bottles, 
boxes. ete., to be refilled. with a box or file to hold pr 
scriptions, has been found very satisfactory. 

All prescriptions, as soon as thev are received, are 
brought by the nurse in charge of the floor and placed 
there. A small eart, such as used by hospital librarians in 
the distribution of books, but furnished with marked 
sections, numbered to correspond with the respective ha 
or floors, is very serviceable in collecting empties and 
delivering compounded medicines to the different depart 
ments. This is done at certain specified hours of the day 
by a person given that charge. In small and medium 
sized hosnitals the basket or tray designed for this purpose 
is useful. 

Orders for floor supplies. aleohol for rubs. and all 
medcines for general use, needing to be refilled, ar 
he attended to early in the morning, to leave time fre 


for prescription work. All general supplies are attended 
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to during the week—not on Sunday. With a little care 
Sunday work could be made much lighter. 

It is most satisfactory to all concerned—bookkeeper, 
pharmacist, and especially the patient—to itemize the 
patient’s medicine account. Here is one instance: 

A certain patient in the hospital was treated for skin 
trouble but did not require internal medicine. The 
physician prescribed an ointment, rather expensive, later 
a lotion, and still later a certain powder. The patient 
was cured and discharged from hospital eare. 

Before he left he read his hospital account specifying 
a certain sum for medicines. Tle told the bookkeeper he 
had not’taken any medicine and could not understand 
the charge. The bookkeeper had no itemized statement 
and could make no explanation as he was not acquainted 
It was decided to consult the pharmacy, 
which distance from the office and without 
telephone connection. Consequently it took some few 
moments to get the desired information. All this while 
the patient’s taxicab was waiting at the door and the 
delay irritated him. When the bookkeeper returned with 
an itemized account of ointment, lotion, and powder, the 
patient’s memory was refreshed, he realized that the 
statement was correct, and settled his account. 

Many such disagreeable incidents can be 
by itemizing each account. It requires a little more time 
but the end justifies the effort. 

There seems to be a tendeney on the part of phiysi- 
cians in some places to write prescriptions on Sunday 


with the case. 


Was some 


prevented 


more than during the week, perhaps because they are less 
busy. Another increase in Sunday work is occasioned by 
allowing patients to leave the hospital on Sunday. This 
means the nurses’ time is taken up in getting them ready 
and making out a floor account; the pharmacist’s time in 
filling an extra supply of medicines or new prescriptions 
to be taken home, and sending a statement of the same 
to the office; the bookkeeper’s time in making out and 
settling the patient’s account. 

All coneede that for efficient work during the week 
the Lord’s Day should be distinguished from week days 
and observed as far as possible as a day of rest, first be- 
cause God commands it, and secondly because a certain 
amount of rest is a real necessity for soul and body. 

Sister M. Constance, chairman of the Pharmacy Com- 
mittee, and affiliated with St. Joseph’s Hospital, St. Paul, 
Minnesota, is assisted by Dr. R. A. Stockinger. Mar- 
quette University, Milwaukee, as and by the 
following committee members: 

Sister M. Jeanette, Mary Immaculate 
Jamaica. Long Island, New York; Sister Amadeus, 
Merey Tlospital, Chicago; Sister Gonzaga, St. John’s 
Hospital, Cleveland; Sister Wilhelmina, St. Mary’s Hos- 
pital, Chieago; and Sister Vincentiana, St. Elizabeth’s 
ITospital, La Fayette, Indiana. 

TRAINING SCHOOL 


The Committee on Training Schools, under the 
chairmanship of Sister M. Berenice, St. Joseph’s Hos- 
pital, Milwaukee, issued a questionnaire to the superin- 
tendents of training schools’ requesting copies of their 
curricula, training school reports, and names of text- 
books. They were also requested to study the national 
curriculum and make a summary of their survey; to 
make a study of reeord forms, especially the standard 
forms: and to draw up a list of the textbooks they 
favored, and vice versa. 


advisor, 


Hospital, 


The material received in response to this effort has 
been tabulated and reveals a lack of uniformity in cur- 
ricula, textbooks, and records in the Catholie training 
schools of this country and Canada. 

The committee will continue to assemble data and in 
the coming vear will either prepare a standard curricu- 
lum or recommend one already in use. It will draw up 
an approved list of textbooks, and will prepare a stand- 
ard set of training school records or accept one already 
prepared. 
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Committee members of the training school group 
include Sister Stella, St. Mary’s Hospital, Duluth, 
Minn.; Sister M. Alfreda, Mt. Carmel Hospital, Colum- 
bus, Ohio; Sister Athanasia, St. Mary’s Hospital, Kansas 
City, Mo.; Sister M. Giles, St. Joseph’s Hospital, Kansas 
City, Mo.; Sister M. Ursula, St. John’s Hospital, Cleve- 
land, Ohio; Sister Stephanie, St. Mary’s Hospital, Mil- 
waukee, Wis.; Sister St. Patricia, St. Mary’s Hospital, 
Toronto, Canada; Sister M. Thomasina, Merey Hospital, 
Chicago; Sister Jerome, St. Joseph’s Hospital, St. Paul, 
Minn.; Miss May Kennedy, Chicago; and Sister Helen 
Jarrell, St. Bernard’s Hospital, Chicago, who will act as 
chairman otf the committee the coming year. 

DIETETICS AND METABOLISM 

Of 85 hospitals which responded to the questionnaire 
sent out by the Committee on Dietetics, of which Sister 
M. Francis Xavier, Merey Hospital, Pittsburgh, was the 
chairman, 56 have graduate dietitians and many of the 
others anticipate acquiring them in the near future. 

Seventy-two hospitals answered the questionnaire on 
metabolism cut by the same committee. Most of 
these institutions do metabolie work and have metabolism 
Only 22 of the 72 which reported, do not do 

The Sanborn-Benedict is the machine most 
in use among those who responded, according to the data 


sent 


machines. 
metabolism. 


assembled. 

Members of this committee include Sister Florian, 
St. John’s Hospital, Cleveland, Ohio; Sister Oswald, St. 
Joseph’s [Hlospital, St. Paul, Minn.; Sister Corrinne, St. 
Francis Hospital, Pittsburgh, Pa.; Sister Hyacinth, St. 
Catherine’s Hospital, Brooklyn, N. Y.; and Miss Marion 
V. Connor, Merey Hospital, Chicago. 

REPORT OF CHAPLAINS 

The Committee of Chaplains, through its chairman, 
Rev. George A. Metzger of Brooklyn, made the following 
suggestions: 

1. That every hospital community endeavor to pro- 
cure for itself and the hospital personnel, and above all 
for the hospital patients, a resident chaplain. 

It is the opinion of the committee that every héspital 
with a capacity of fifty or more beds, is sufficiently large 
for the services of a resident chaplain. 

2. The hospitals should seek to impress upon those 
in authority, the fact that a hospital chaplain has a very 
active field of service and in consequence should be of 
good health and physically able to measure up to the 
many demands of time and personal attention placed upon 
him. 

3. The Committee of Chaplains heartily endorses 
retreats for doctors, nurses, and the hospital personnel; 
the organization of nurses’ sodalities in all hospitals; the 
visual instruction as presented by Rev. George Keith, 
S. J.; subseription to diocesan papers for nurses and 
doctors; the purchase of religious and other good books 
for the libraries of patients, doctors, nurses, and the hos- 
pital personnel in general. 

4. The committee urges the reverend chaplains to 
work earnestly, faithfully, diligently, and without fear, 
for the honor and glory of God, the honor of the Catholic 
Church, and the salvation of souls. 

In giving his report, Father Metzger said: 

The Catholic hospitals throughout the world are 
established, organized, and maintained for the sick and 
suffering members of the human family, regardless of 
creed, nationality or financial means. The founder of the 
Christian religion presented the basic hospital prineiple— 
the care of every sick man, woman, or child—when He 
portrayed the deed of the Samaritan. 

Ilence the Catholie hospitals are known by the name 
“Catholic bospitals” because they are founded and man- 
aged by the members of religious communities and 
heeause they represent the external care, provision, and 
love of the Catholic church for the poor sick and the sick 
Therefore Catholic hospitals must minister to the 
body and the soul of every patient. 


™ Or. 


And beeause the very 
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charter of the Catholic church pertains to the welfare of 
the soul, the principle of every Catholic hospital must be 
“Charity to the soul is the soul of charity.” Consequently 
it is well that at this annual conference we survey the 
spiritual field of our hospitals and give response to the 
theme: “What the Chaplain, Individual Sister, Doctor, 
and Nurse Can do to Promote Religion, Piety, and Voea- 
tions in Hospitals.” 


Before opening the door of the thought exhibit on 


this theme or subject, let us read the inscription or 
admonition written very clearly as an entrance greeting: 
Unless your patient and hospital personnel realize that 
your hospital is striving earnestly, sincerely, honestly, and 
continuously for the highest grade of scientific and per- 
sonal service, your efforts shall meet with little success. 
3ut if your hospital manifests a love of mind, heart, and 
soul for the sick, then vou can conscientiously say that 
your hospital js contributing substantially and generously 
to promote religion, piety, and vocations. 

The hospital rightly and justly looks to the hospital 
chaplain as the spiritual leader and guide. But it would 
be regettable if we were content to soothe our conscience 
with the well-known saying: Let the chaplain do it. The 
hospital Sisters, doctors, and nurses must keep in mind 
that the lay apostolate is one of the most potent factors 
for good in the hospital. Ilence, let us consider first 
what the nurses can do to promote religion, piety, and 
vocations in the hospital. If she does so in the hospital 
we can rest assured that she will minister to the body and 
soul when on private duty and away from the hospital. 

Perhaps we do not sufficiently encourage the nurse to 
exercise a spiritual influence. At times she is not even 
given sufficient time and opportunity for the welfare of 
her own soul; hence she loses interest in the spiritual 
welfare of her patient. Furthermore, it might even be 
said that she is not taught to pray for her patients. To 
my mind, it is most important that the nurses’ sodality 
be organized in every Catholic hospital. and where possi- 
ble a diocesan organization for Catholic nurses who are 
graduates from the hospitals of other cities and _ states. 
All these nurses at some time or other will come into our 
hospitals and it will indeed be a consoling thought to 
know that we have used every possible means to make 
them members of the lay apostolate for spiritual welfare 
work. 

Together with the nurse and Sister, it is desirable 
that the doctor contribute in his own way to promote 
religion and piety in the hospital. The spiritual good 
that a doctor ean do is positively inealeulable. The 
patient considers the conscientious, painstaking, and 
attentive doctor as a benefactor and a confidant. He 
alone at times knows the past of the patient. The doctor 
realizes the great need for spiritual attention and the 
value and importance and beneficial effects of a soul at 
peace with God. He can recommend to the patient to 
consult a priest, to make a good confession, to bring 
peace, quiet, and God’s blessing to himself by spiritual 
means. The doctor and the reverend chaplain should 
work hand in hand in many eases. If perhavs the doetor 
has not been very keen about the spiritual welfare of his 
patients, a kind, prudent, and appealing suggestion from 
the reverend chaplain or the Sisters will be very helpful 
toward making the doctor an interested co-worker. 

The influence of the Sisters in our hospitals to pro- 
mote the spiritual welfare is immeasurable in ‘its possi- 
bilities, and this influence must be felt as soon as the 
patient is admitted to the hospital. 

The Sister meets in her hospital life the devout 
Catholic, the average Catholic, the lukewarm Catholic, 
the bad, negligent Catholic, the non-Catholic, the 
unbeliever. 

All see and judge her and her religion. A smile and 
a kind word from her mean much to the patient, the 
relatives, the nurse, the doctor, and make an impression 
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for her religion, the religion which produces such pleas- 
ant and such virtuous personalities. Many souls are in 
heaven today or else have made better living human 
beings because a gentle, mild, sympathetic, and sacrifie- 
ing Sister was at the bedside or manifested an interest in 
those about her. Nurses have been inspired to enter re- 
ligious communities, or else claim that they are not in 
the convent, because of the Sister or Sisters whom they 
met daily in their hospital life. 

Hlow many non-Catholics and unbelievers regard 
with respect, esteem, and admiring consideration the 
Catholic religion and the Catholic Sisterhood because of 
the kindness and whole-souled service of the hospital 
Sisters. The religious garb alone cannot influence the 
type of patients described. The religious garb and the 
religious yx rsonality combined are a tremendous influ 
ence. The hospital Sister especially should make every 
effort to bring all patients in contact with the hospital 
chaplain. It is he who in the full sense of the word 
should become all to all in order to save all and make all 
appreciate that life is not merely an existence but a 
period wherein we visualize the greatness of God and the 
greatness of thought and action for everything that is 
good, honorable, and beneficial. 

To promote religion, piety, and vocations the rever 
end chaplain must be able to inspire respect, coutidence, 
and even affection. He must be able to accommodate 
himself to all classes of patients. He cannot afford to 
show preferences. He should strive by reading and other 
means to equip himself in such a manner that he will be 
able to advise, counsel, direct, and console all those with 
whom his official duties open contact. To bring the 
greatest good to the greatest number the chaplain should 
ao isolate himself or make it difficult to reach him or 
conter with him. Ile should regard himself as the leader 
and the humble servant of the sick, and the guide and 
friend of the entire hospital personnel. 

Thus the hospital chaplain, the Sister, the doctor, 
and the nurse can promote, by various means and in 
diverse ways, religion, piety, and vocations in the Catho- 
lic hospitals. 

I do not hesitate to subscribe to this concluding 
statement: 

As hospitals it is our duty to strive for the best 
scientific treatment of our patients. As Catholic hospi- 
tals the real purpose and aim of our existence is to render 
glory to God by our love and care for the sick—as Catho- 
lic hospitals, I repeat emphatically, the spiritual care of 
the sick must be considered the most important part of 
our hospital work. 

RECORDS 

Dr. L. D. Moorhead of Merey Hospital, Chicago, 
chairman of the Committee on Records, presented a re- 
vised record form that had been submitted to the hospitals 
of the Association for consideration, and recommended 
that the vote of the assembled conferences determine 
whether the Association go on record as approving that 
the forms as at present arranged, be adopted for a period 
of oue year pending the further investigation of this 
committee. 

Doctor Moorhead further recommended that if the 
form was adopted, it be understood that in the form for 
written histories and records of physical examinations, 
besides the questions and answer forms in this outline, 
sheets of plain paper be acceptable for record of history 
and physical examination; also that the nurses’ sheets or 
records of nurses’ notes be subject to minor modifications 
as suit the individual hospital. 

Both conferences of Sisters unanimously voted that 
the record as presented be accepted as the uniform record 
ef the Association for one year. Copies may be secured 
from the Con. P. Curran Printing Company of St. Louis. 


Other Reports 
Concluding summaries of reports will be made in the 
November issue. 











« 


ZONss 











Sodalities for | 
Graduate & Pupil 
eA Durses VO 























The Nurses’ Sodality and Sociability 


Rev. E. F. Garesché, S. J. 


HE word. “sodality” comes from the Latin tongue, 

“sodalis,” which signifies a companion, a_ close 

friend, a member of a brotherhood or sisterhood. 
Sodalists all may be said to belong to the special family 
circle of the Holy Mother of God because they attach 
themselves to her service more closely than others. The 
term “sodalist” ought, therefore, to carry with it the 
signification of brotherly or sisterly loyalty and affection. 
Those who bear such a title should distinguish themselves 
by their charity toward one another. 

This spirit of cordial kindness and sociability must 
specially characterize the sodality for nurses. Members 
are called upon to exercise toward one another a_par- 
ticular charity which shows itself in pleasant cordiality 
when they meet in the spirit of cooperation and friendly 
help, and in an evident desire to promote sociability in 
every practical way. Where this spirit does not exist, 
devotion to the Blessed Virgin still lacks one of its par- 
ticular charms, the evident charity and kindness which 
imitation of so good and kind a Mother inspires. 

Sodalists ought, therefore, to be particularly agree- 
able and friendly toward each other. They should make 
advances toward establishing a real spirit of mutual good- 
will and helpfulness in the sodality. Anything like 
cliques or little circles of friends bound together by an 
alliance, offensive and defensive, against the rest of the 
sodality, is dreadfully out of place. In the sodalities for 
nurses especially this spirit of general charity ought to 
be most manifest. 

Because of the nature of their occupation, nurses 
are likely to drift into a habit of living apart and dis- 
regarding the interests of the fellow workers in their pro- 
fession. This isolation is harmful to others who need 
their encouragement and support but it also hurts the 
nurses themselves, who become solitary beings, like 
unblessed hermits, lonely and apart. If the sodality is 
everything it should be, it can supply in a large measure 
the bond of friendliness. 

After the regular meetings a few moments, at least, 
should be given to a social meeting in which the nurses 
ean chat with one another and renew acquaintance. The 
prefect or president of the sodality should make it a 
point to introduce to one another those who are unac- 
quainted. When the member of a nurses’ sodality of 
another city comes and presents a card of membership, 
she should be received with special and evident courtesy 
and kindness and should be made to feel weleome and at 
home. If the prefect cannot attend to this herself at 
any meeting, she should delegate some one else to do it. 

Charity at Home and Elsewhere 

While not overlooking the claims of charitable work 
for the benefit of others than sodalists, the members 
should recollect that charity begins at home and that 
their spirit of devotion to the Blessed Virgin, their 
interior fervor for her service, should manifest itself, 
first of all, in the kindness and helpfulness which thev 
show to their fellow sodalists. One of the greatest serv- 
ices they can render to the sodality is to help to create 
in it a real atmosphere of kindness and sociability that 
it may be a privilege to join SO friendly an organization. 
This will help powerfully to keep the old members faith- 
ful and make them appreciate their affiliation. 
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This spirit of friendliness will also be a great induce- 
ment to others to apply for admission. Every one likes 
the right sort of sociability. Once before a rather large 
gathering of nurses we dwelt upon this feature of 
sodality work and spoke of the number of nurses who 
travel and who come to a strange city, perhaps in care 
of a patient, but without any friend or aequaintances in 
their new place of residence. They are very lonely. 
They do not know where to apply for companionship 
which is safe and congenial. 

Ilowever, we continued, if they bring with them 
their membership card in the nurses’ sodality and find 
a cordial welcome awaiting them in a local sodality for 
nurses, their problem is solved. From the first time thev 
attend the meetings and are introduced to the members 
their loneliness is at an end and they have a sufficiency 
of congenial friends. 

When we had finished speaking a nurse arose to 
make some comments. 

“What vou have said, Father,” she exclaimed, “is 
certainly borne out by my experience. Some years ago 
I arrived in this city, a stranger. I was a graduate 
nurse and easily secured employment ; but I was dread- 
fully lonely. I had not a friend in the whole city and 
did not know where to go to make friends. Then, at the 
acme of my loneliness, one of my co-workers in the hos- 
pital asked me whether I was a Catholic. I replied in 
the affirmative. She invited me to go with her that 
evening to a meeting of the local sodality for nurses. I 
did so. In a few moments after the meeting was over I 
was introduced to one after another of a whole group of 
congenial Catholic nurses. From that day to this I have 
not felt for a moment any lack of friendliness or soci- 
ability. The sodality solved that problem for me.” 

Many other graduate nurses who have traveled with 
patients or who have gone from place to place in seareh 
of more congenial surroundings, could relate’ similar 
experiences of loneliness and want of resources for 
sociability. They do not know where to turn to find 
friends. A membership card in a_ sodality should be 
their “open Sesame” to a true Catholic friendliness. 
Wherever they go they should find ready for them a well- 
organized group of their fellow nurses ready to receive 
them into the sodalitvy of which they were members in 
their former place of residence. 

The Nurse in New Environment 

The need for this is the greater just at present be- 
cause so many Catholic nurses travel about to such great 
distances, seeking change of environment or impelled by 
the wish to gain new experience. In the hosvitals of the 
West vou will find nurses from the East and the central 
states. In the Fast nurses sometimes foregather from 
the far West or the South. Every graduate nurse who 
travels and who is a sodalist should take with her a 
membership card duly signed, such as can be obtained 
from “The Queen’s Work,” and should have as well a 
list of the existing nurses’ sodalities. But even without 
this list it is easy to find the whereabouts of the nurses’ 
sodalities by inquiring at Catholie hospitals. 

In accord with this spirit of friendliness and seci- 
ability members of the sodalitvy should organize little 
entertainments and social meetings when the routine of 














Net 














the hospital will allow. At the great feasts of Easter and 
Christmas, some special sociability should be provided 
ind the officers of the sodality should be on the lookout 
from time to time for means of bringing the sodalists 
together for social entertainment. 

The sodality may also organize social events to 
which the friends of the sodalists may be invited. They 
may promote entertainments for the convalescent pa- 
tients. By corresponding with or visiting the local parish 
sodalities, they can obtain the assistance of outside 
talent for their reunions, to furnish music, dramatical 
representations, ete. This cooperation between the 
nurses’ sodality and parish and school sodalities is much 
to be recommended and it will be of mutual benefit. 
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news that the United States had entered the war. At 
once the nurses scattered to various parts of the country 
and to Europe for war activities, and it seemed as if the 
young sodality must perish. But its organizers perse- 
vered and before long, despite the unfavorable conditions, 
they succeeded in establishing it permanently. When 
the nurses returned from the war they gathered again 
about the standard of the Blessed Virgin. The sodality 
still prospers and serves as a center of piety and friend- 
liness for the Catholic nurses of that city. 

Much is said nowadays about the need of keeping in 
touch with our nurses when they travel, of attending to 
their spiritual needs, of uniting them for effective ‘co- 
operation, training them to eminence, utilizing their 
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For the training school the publicity thus obtained will 
be useful. Students will be drawn to the school if they 
come in contact with the nurse sodalists and find them 
friendly and congenial and their work interesting. 

Another form of sociability to be recommended is an 
active correspondence between nurses’ sodalities in 
various centers. The secretary of the sodality may send 
out a letter at any time to any other nurses’ sodality 
inviting such correspondence. The sodalities may 
exchange in this way their comments and suggestions 
and this will encourage each to emulate the good 
example of the others. The letters received should be 
read at the meetings. 

City Groups 

Besides the sodalities which exist in so many hos- 
pitals it has sometimes been found practicable to estab- 
lish city-wide sodalities for graduate nurses. Thus, 
shortly before the entrance of the United States into the 
war, we were invited by a group of graduate nurses, 
unattached to any hospital, to come to their city and 
address a meeting for the purpose of helping them 
organize a sodality there. It was a very interesting and 
significant occasion. Through the activities of one of 
the fervent Catholic nurses a number had assembled from 
various hospitals. 

One of our first tasks was to introduce them all to 
each other. They were for the most part strangers, 
though many of them had lived long in the same city. 
We had to inquire their names and make them 
acquainted. Even in some cases where they were already 
friends, neither knew that the other was a Catholic. “I 
am so surprised,” said one, coming up to me. “Here is 
Miss so-and-so, with whom I have worked in the same 
hospital for a vear, and neither of us knew all that time 
that the other was a Catholic. The first time we learned 
of it was when each, to her surprise, saw the other here 
this evening.” 

This sodality was well-established and promised to 
flourish when suddenly the country was thrilled by the 





combined power for good. The sodality offers itself as 
an excellent means. If there is difficulty in carrying out 
the suggestions we have made, who would expect to 
secure so desirable and precious an end without paying 
the price of effort and thought / 

Calvary’s Story Told at St. Mary’s Hospital 

In the presence of the full corps of nurses, the 
religious of St. Mary’s Hospital, Minneapolis, and their 
many friends, Reverend George Keith, S. J., of Detroit 
University, told in prayerful and solemn manner his 
“Love Story of the Mass” on Monday evening, August 
4th. Although it has been presented in several parts of 
the country in the past, this was the first opportunity 
given Minneapolis Catholics to hear the story of Calvary’s 
sacrifice illustrated in detail with beautiful lantern slides. 

Opening with God’s command to offer sacrifice in the 
very beginning, Father Keith reviewed in word and pic- 
ture the different forms of sacrifice acceptable to the 
Almighty, down to the Supreme Act of the Redeemer 
Himself, which, of course, received its due attention. 
With the illustrated pictures he enumerated the successive 
parts of the mass and showed their relation to the Sacred 
Passion. What enhanced the story most, perhaps, were 
the sweet moral lessons and virtues which the lecturer 
drew throughout from his main theme. 

Views of the solemn high mass, the nuptial mass, and 
the requiem were shown and emphasis was given to 
prompt attendance and decorum at mass on the part of 
the faithful. Mrs. Harry North added to the impressive- 
ness of the program with interludes at the organ. 

Father Keith has spent years in the study and mas- 
tery of his subject and his efforts have been crowned with 
success in a work that is clear, concise, and inspiring. 
Father Keith’s newer method of explaining so great a 
fundamental of the Catholic faith, offers a worthy and 
interesting lesson to young and old. 

Dietitians Will Meet. The seventh annual convention 
of the American Dietetic Association will be held October 
13th to 16th inclusive at New Ocean House, Swampscott, 
Mass., when special emphasis will be placed upon prob- 
lems of dietotherapy, administration, education, and social 
service. Detailed information may be had from the exe- 
cutive secretary, Miss Anna Boller, Box 71, Riverside, III. 


















NOSE 
y OOAO F 


SECTIONAL CONFERENCE 


of Catholic Hospital Association 





of 


The United States and Canada 





oo =] =] 





HOSPITALS OF BALTIMORE ARCHDIOCESE MEET 
On June 2nd at the request of His Grace, the Arch- 
bishop of Baltimore, conveyed to them by Reverend J. 
Curran, archdiocesan director of hospitals, representatives 
from every hospital in the archdiocese met at Mercy Hos- 
pital, Baltimore. ; 
Reverend Father Curran met the Sisters and in an 
earnest, direct address told the assembly the object of 
the meeting, announced his appointment as director, and 
expressed his eagerness to have the conference regularly 
formed at this meeting. The proposed constitution and by- 


laws were read by the chairman, Father Curran, and at, 


the suggestion of Reverend Father Leonard, who came as 
the representative of the Archbishop, with a few changes 
they were laid on the table for adoption at the next meet- 
ing. 

The election of officers resulted in the unanimous 
selection of Sister Mary Clare, St. Agnes Hospital, Balti- 
more, as president, and Sister Thomasina, Mercy Hospital, 
Baltimore, as vice-president. Sister Flavia of Providence 
Hospital, Washington, was unanimously elected secretary- 
treasurer. 

May was selected as the time of the next annual meet- 
ing, the exact date to be determined later according to the 
convenience of the Archbishop. 

Reverend Edward L. Leonard addressed the assembly, 
giving the message from His Grace, which assured the 
Sisters of his very earnest and vital interest in their hos- 
pitals and the work they are doing for the souls and bodies 
of the vast number to whom they minister. He advised 
them of his appreciation of the true value of this service, 


and of his pleasure and gratification in the manner in 
which this work is being carried on. ; 
The purpose of this conference was preeminently for 


practical helpfulness. It is hoped that by talking over 
the problems and difficulties that are in the main the same 
for every hospital, plans may be evolved that will be of 
great value to many; at least that there may develop a 
broader viewpeint. Father Leonard urged that there be 
one hundred per cent cooperation from all to bring the 
conference to a successful issue. 

The power to appoint committees and the advisory 
board has been vested in the president. 

Among those who attended the meeting were Sister M. 
Clare, St. Agnes Hospital, Baltimore; Sister M. Fidelis, 
Alleghany Hospital, Cumberland; Sister M. Agnes, Alle- 
ghany Hospital, Cumberland; Sister M. Flavia, Providence 
Hospital, Washington, D. C.; Sister M. Margaret, Provi- 
dence Hospital, Washington, D. C.; Sister M. Donata, St. 
Joseph’s Hospital, Baltimore; Sister M. Bertrand, St. 
Joseph’s Hospital, Baltimore; Sister M. Columba, Bon 
Secour Hospital, Baltimore; Sister M. Dona, Bon Secour 
Hospital, Baltimore; Sister M. Josepha, St. Vincent’s 
Maternity and Infant Hospital, Baltimore; Sister M. 
Madeleine, St. Vincent’s Maternity and Infant Hospital, 
Baltimore; Sister M. Rodiguez, Georgetown University 
Hospital, Washington, D. C.; Sister M. Edelberta, George- 
town University Hospital, Washington, D. C.; Sister M. 
Louise, Mercy Hospital, Baltimore; Sister M. Thomasina, 
Mercy Hospital, Baltimore; Reverend Edwin Leonard and 
Reverend Joseph L. Curran. 


HOSPITAL GROUPS OF MISSOURI AND KANSAS 
COMBINED 
(By N. C. W. C. News Service) 

St. Louis, Mo., September 4.—The first proceeding of 
the third annual meeting of the Missouri Conference of the 
Catholic Hospital Association, which was held on Septem- 
ber 2, 3 and 4, was the amalgamation of the Missouri Con- 
ference with that of Kansas, the combined Conferences to 
be known as the Missouri-Kansas Conference of the Cath- 
olic Hospital Association. The official action uniting the 
two was effected at a meeting on September 2 of the 
executive board of the Missouri Conference and the presi- 
dent and secretary of the Kansas Conference, Sister M. 


Clare of St. Elizabeth’s Hospital, Hutchinson, Kansas, and 
Sister Rose Victor of Providence Hospital, Kansas City, 
Kansas. 

The following officers were elected for the united 
Conference: President, Sister M. Constance of St. 
Anthony’s Hospital, St. Louis; First Vice-President, Sister 
Rose Victor of Providence Hospital, Kansas City, Kans.; 
Second Vice-President, Mother M. Agatha of St. Joseph’s, 
Boonville, Mo.; Third Vice-President, Sister M. Gertrude 
of St. Francis’, Maryville, Mo.; Secretary-Treasurer, Sister 
M. Aloysius of St. John’s Hospital, St. Louis. 

More than two hundred Sisters attended the sessions. 
On Tuesday, His Grace Archbishop Glennon celebrated 
Pontifical Mass in the chapel of St. Anthony’s Hospital 
and briefly welcomed the out-of-town Sisters, extending 
to all his good wishes and blessings for a successful meet- 
ing and continued success and progress in their work. The 
sermon was delivered by the Rev. John J. Butler, secretary 
of the Central Bureau of Catholic Charities in St. Louis. 

The first business session, Tuesday afternoon, was 
opened by the Rev. A. M. Schwitalla, S. J., Regent of St. 
Louis University School of Medicine, who presided, the 
sessions being in the School of Medicine building. The 
president of the Missouri Conference, Sister M. Giles of 
St. Joseph’s Hospital, Kansas City, Mo., made her address 
and gave the annual report. She expressed pleasure at 
the union of forces effected between the Missouri and 
Kansas hospitals, there being seventeen of the latter state 
Conference and twenty-two of the Missouri Conference. 
Her report stated that one new hospital had been built dur- 
ing the year; three had increased their capacity; 27,105 
patients were cared for; 43,108 patients were treated in 
clinics; 185 of the Sisters became registered nurses; 51 
were reported as being specially trained for the following: 
6 pharmacists, 24 laboratory technicians, 13 x-ray techni- 
cians, 8 dietitians, 55 taking regular nursing courses in 
training schools. 

Wednesday morning’s session was given to Group 
Round Table discussions of various subjects and the elec- 
tion of officers. In the afternoon the Sisters were guests 
of St. Stanislaus Seminary at Florissant, Mo. Additional 
papers were read on Thursday, followed by discussions, 
and at noon adjournment was taken, after members had 
been requested to present topics to the president for con- 
sideration at next year’s convention. 


CANADIAN CONFERENCE OF CATHOLIC HOSPITAL 
ASSOCIATION MEETS AND ELECTS OFFICERS 

The annual convention of the Marit‘'me Conference of 
the Catholic Hospital Association was held July 9th, 10th, 
and 11th in the assembly hall of Notre Dame Academy, 
Charlottetown, Prince Edward Island. It was attended by 
representatives of the Catholic hospitals of the Maritime 
Provinces. 

Many interesting and instructive papers on hospital 
work were read and gave rise to practical discussions. 
The members of the Conference had the privilege of at- 
tending one afternoon session of the American College of 
Surgeons, and two special conferences given them by Dr. 
M. T. MacEachern, associate director of the American 
College of Surgeons. 

The visiting Sisters were entertained by the reverend 
Sisters of Charity of Charlottetown Hospital and the rev- 
erend Sisters of the Congregation of Notre Dame, afford- 
ing them a pleasurable as well as profitable visit. 

The following officers of the Conference were elected 
for the coming year: 

President—Sister Carroll, R. N., Hotel Dieu Hospital, 
Campbellton, N. B. 

First Vice-President—Sister M. Gertrude, St. John’s 
Infirmary, St. John, N. B. 

Second Vice-President—Sister Marie of Perpetual 
Help, R. N., St. Martha’s Hospital, Antigonish, N. S. 

Secretary-Treasurer—Sister Kerr, R. N., Hotel Dieu 
Hospital, Campbellton, N. B. 
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The executive committee is composed of: _ 
Sister M. Ignatius, R. N., St. Joseph’s Hospital, Glace 


C. B. 
sister Walsh, Hotel Dieu Hospital, Chatham, N. B. 

Sister Anna Seton, R. N., Halifax Infirmary, Halifax, 
N. S. 
Sister M. Carmel, R. N., St. John’s Infirmary, St. 
John, N. B. 

CLOSED RETREAT FOR MISSOURI NURSES 

The second annual closed retreat for Catholic nurses 
of Missouri was held August 30th, 31st, and September Ist 
at St. Joseph’s Academy, St. Louis. The spiritual exer- 
cises were directed by Rev. A. Schwitalla, S. J. 

The spacious St. Joseph’s Academy, with its beautiful 
grounds, situated as it is on the banks of the Mississippi 
river, is a most fitting place for a retreat. 

The Reverend Director, in his meditations, sought to 
instil in the minds of the nurses a greater appreciation 
of the truths of their religion, and more love and respect 
for their chosen profession. Every nurse present took 
away with her a firm resolve to be true to God, religion, 
suffering humanity, and self; to follow His guiding foot- 
steps all the days of life. This thought was beautifully 
expressed by the retreat-master in the following words: 
“Master, lead on, and I shall follow to the last gasp with 
faith and loyalty.” 

On the second day of the retreat a meeting of the 
Catholic Guild for Nurses of Missouri was held. It is 
urged that every nurse present at that meeting take an 
active part in promoting the interests of the guild. The 
third annual retreat will be held August 30th, 31st, and 
September Ist, 1925. 

The presence of Sister M. Giles, superintendent of 
nurses at St. Joseph’s Hospital, Kansas City, Missouri, 
was a very pleasant surprise and was greatly appreciated 
by the nurses in retreat. 

Those who attended extend a vote of thanks to Father 
Schwitalla for his words of instruction and encourage- 
ment; also to the Sisters for making their stay of three 
days restful and pleasant. 

It is their hope that many more of the nurses will 
avail themselves next year of the opportunity to come 
nearer to God and to give three days for His greater honor 
and glory. 

SCIENCE HAS ENTERED THE KITCHEN 

Dietotherapy had a prominent place in the discussions 
of the doctors who convened at Spring Bank the latter 
part of July to confer on matters of importance and in- 
terest to medical men practising in Catholic hospitals. 

The science of correct feeding, with the responsibility 
in the hands of a trained dietitian, was considered not as 
a luxury of hospitalization, but a necessity. 

The professional dietitian has become an integral part 
of the modern hospital, with a distinet and conspicuous 
place in successful therapeutics. She has demonstrated 
the effect of her cooperation with surgeon and internist 
and is meeting with sure, if conservative recognition. 

Among the numerous hospitals which are giving 
thoughtful consideration to dietotherapy are Providence 











DIET KITCHEN AT THE PROVIDENCE HOSPITAL, 
SEATTLE, WASHINGTON. 
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DIET KITCHEN, MT. ST. MARY'S HOSPITAL, 
NIAGARA FALLS, N. Y. 

in Seattle, Washington; Creighton Memorial St. Joseph's 

in Omaha, Nebraska; and Mt. St. Mary’s, Niagara Falls, 

New York. whose diet kitchens are shown. 


Nurses Organize. The Alumnae Association of Grad- 
uate Nurses of St. Elizabeth’s Hospital, Danville, Ill., was 
organized recently with graduates of the classes of 1922, 
1923 and 1924 as members. There are fourteen registered 
nurses and nine Sisters of the Order of St. Francis repre- 
sented in the membership. Miss Margaret Lieback was 
elected president, Mrs. Lucinda Schultz vice-president, 
and Miss Julia Jones secretary. The nurses’ school has 
been organized since September, 1920, and is in charge 
of Sister M. Freida. 

Remodel Hospital. Plans have been completed for the 
remodeling of St. Mary’s Hospital, at Madison, Wis. In 
addition to doubling the bed capacity of the hospital, the 
plans provide for additional operating rooms, a dental 
operating room and an eye, ear, nose and throat depart- 
ment. There will also be included a psychiatric depart- 
ment and a children’s department. The improvements will 
involve an expenditure of about $500,000. 

Library Establishes Hospital Branch. The public 
library at Hutchinson, Kansas, has established a branch 
at St. Elizabeth’s Mercy Hospital for the benefit of the 
student nurses and convalescing patients. One hundred 
volumes have been assigned to the hospital, and the books 
are to be kept in circulation with a change every six weeks. 

Organize Sodality in Kansas. The nurses of St. 
John’s Hospital, Leavenworth, Kansas, organized a 
sodality on July 2nd, the feast of the Visitation of our 
Blessed Mother. They were received by the hospital chap- 
plain, Reverend J. Heiberger. 











DIET KITCHEN AT THE CREIGHTON MEMORIAL ST. JOSEPH'’S 
HOSPITAL, OMAHA, NEBRASKA. 
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THE ADVANTAGES OF STANDARDIZED RECORD 
FORMS 


An important step toward general standardization 
of hospital methods and equipment in all member insti- 
tutions of the Catholic Hospital Association of the 
United States and Canada, was taken at the general con- 
ferences of the ninth annual convention held in July at 
Spring Bank, Okauchee, Wisconsin, when a uniform 
system of case records was officially adopted. This 
action came as the result of more than a year of earnest 
effort on the part of Rev. C. B Moulinier, 8. J., and Rev. 
P. J. Mahan, S. J., respectively president and vice-presi- 
dent of the Association, and Dr. L. D. Moorhead of 
Mercy Hospital, Chicago, who, as chairman of the Com- 
mittee on Uniform Records, devoted much of his 
time to the compilation of a record system that 
would adequately meet the requirements of all the mem- 
ber hospitals. The thoroughness of his work is 
evidenced by the fact that the system recommended by 
his committee was unanimously adopted for a period of 
one year by the delegates to the conference, and the Con. 
P. Curran Printing Company, St. Louis, which had 
cooperated with the committee, was authorized to print 
a sufficient quantity of forms to meet the requirements 
of the Association. At the end of this time all forms 
will be subject to revision should experience prove this 
necessary or desirable. 

It is a well-established fact that reasonable stand- 
ardization means greater economy and increased effi- 
ciency. In this instance both results have been accom- 
plished. By producing these record forms in large 
quantities and carrying them in stock ready for immedi- 
ate shipment, the Con. P. Curran Printing Company has 
been able to reduce the manufacturing cost to the 
minimum and is giving to the members of the Associa- 
tion, the saving thus effected. In a word, these record 
forms are being manufactured on a wholesale seale and 
are being retailed to members at wholesale prices, result- 
ing in an aggregate saving of many thousands of dollars 
a year. 

As to the matter of increased efficiency attained 
through the use of uniform records. First of all, it 
simplifies the compilation of statistics so necessary in the 
study of certain diseases and their treatment, and makes 
it possible to place before the investigator a complete 
record of a great number of cases. With a uniform 
record system the compilation of statistics is greatly 
facilitated and becomes routine clerical work. Under 
the old system when each institution had its own system 
of records (in many cases altogether incomplete) the 
work of compiling statistics was far more difficult and 
for that reason was often neglected. 

Another important advantage of a uniform record 
system is that physicians and nurses transferring from 
one institution to another find a record system with 
which they are already thoroughly familiar. This not 
only saves the time that would be required to master a 
system entirely different from the one to which they are 
accustomed, but assures the keeping of complete and 
accurate records. It is human nature to follow the line 
of least resistance and the uniform record system, by 
eliminating resistance, insures a more complete and 
accurate case record than has heretofore been possible. 

There are numerous other advantages. Each record 
sheet is printed on paper of a different color and is tab- 
indexed by caption and number. If the case is a com- 
plicated one involving the use of ten, twelve, or more 
record sheets, it is not necessary for the nurse to thumb 
through all of them to find the nurses’ record. She 
knows it is No. 11-C, printed on primrose paper, so she 
merely places her finger on the primrose colored tab and 
turns the other records back out of the way. The same 
is true of the other fourteen forms—a marked conveni- 
ence and a great time-saver. 

When the case is disposed of the record sheets are 
removed from the chart board (if chart boards are used), 
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placed in a cover provided for the purpose, numbered. 
and filed in an ordinary letter file for easy future refer- 
ence. After they have been preserved a certain length 
of time, if present plans aré carried out, these records 
will be forwarded to the Statistical Department at Asso- 
ciation headquarters. 

This step toward general hospital standardization is 
an important one from which great benefits will be 
derived with the loyal and enthusiastic cooperation of the 
member institutions. It is a start in the right direction, 
and while the system is not thought to be perfect or 
exactly conformable to the individual ideas of each 
member institution, it has been officially adopted by the 
Association as the best system available at this time. 
For the sake of uniformity it is hoped that it will be put 
into use immediately by all members. 

The Con. P. Curran Printing Company of St. Louis 
has already mailed a complete set of record forms as 
adopted by the Association, to every member. In case 
the samples have been lost, a duplicate set will be sent 
immediately on request. 

ADDITIONAL LIST OF HOSPITALS HAVING 

SODALITIES 

CALIFORNIA 
Mary’s Help Hospital, 145 Guerrero St., San Francisco. 
O’Connor Sanitarium, San Jose. 

COLORADO 
St. Francis Hospital, Colorado Springs. 

IDAHO 
St. Alphonsus Hospital, Boise. 
ILLINOIS 

St. Joseph’s Hospital, Alton. 

St. Elizabeth’s Hospital, Claremont Ave., Chicago. 

Oak Park Hospital, Oak Park. 

IOWA 
St. Joseph’s Mercy Hospital, Fort Dodge. 
LOUISIANA 
Our Lady of the Lake Sanitarium, Baton Rouge. 
MARYLAND 
Mercy Hospital, Baltimore. 
Mercy Hospital Training School, Baltimore. 
MASSACHUSETTS 
St. Elizabeth’s Hospital, Cambridge St., Brighton. 
St. Mary’s Infants’ Hospital, Dorchester, Boston. 
MICHIGAN 
St. Mary’s Hospital, Grand Rapids. 
MINNESOTA 
St. Joseph’s Hospital, St. Paul. 
MISSOURI 
St. John’s Hospital, Euclid and Parkview Place, St. 


Louis. 
St. Louis Mullanphy Hospital, Montgomery Ave., St. 


Louis. 
NEW YORK 
Misericordia Hospital, 531 E. 86th St., New York City, 
New York. 
The Troy Hospital, Troy, New York. 
NORTH DAKOTA 
St. John’s Hospital, Island Park, Fargo. 
OHIO 
St. John’s Hospital School of Nursing, Cleveland. 
St. Vincent’s Hospital, Toledo. 
PENNSYLVANIA 
Providence Hospital, Beaver Falls. 
St. Joseph’s Hospital, Lancaster. 
St. Joseph’s Hospital, Carson St., Pittsburgh. 
TENNESSEE 
St. Joseph’s Hospital and School of Nursing, Memphis. 
WASHINGTON, D. C. 
Georgetown University Hospital, Washington, D. C. 
Providence Hospital, Washington, D. C. 
WISCONSIN 
St. Agnes Hospital, Fond du Lac. 
St. Mary’s Hospital, Green Bay. 
Mercy Hospital, Janesville. 
St. Joseph’s Hospital, Milwaukee. 
St. Mary’s Hospital. Milwaukee. 
Canada 
ONTARIO 
St. Vincent de Paul Hospital, Pine and Garden Sts., 
Brockville. 





